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EDITORIALS 


Some Outstanding 
1947 Advances 


Increasing use of radi- 
oisotopes as tracers in re- 
search and as therapeutic 
sources of radiation. 
Streptomycin —_increas- 
ingly available and effica- 
cious. 
Cancer therapy advanced by super-volt- 
age x-ray machines. 
Progress in vagotomy for peptic ulcer. 
“By-passing” vascular surgery in ob- 
struction of circulation through the liver 
system to the heart. 

Prefrontal lobotomy as a pain-control- 
ling measure in cancer and other diseases. 
Vitamin A synthesized commercially. 
Synthesis of proteins directly observed. 
Genoprotein, of which genes appar- 

ently consist, isolated. 
Bacterial mutation effected by ultravio- 
let ray and by mustard gas. 


Therapy of filariasis notably advanced 
on several counts. , 

Para-aminobenzoic acid curative in tick- 
borne rickettsial fever. 

SN 13,274 with quinine curative in re- 
lapsing malaria. 

Sludged blood studies. 


Solemn Asses 


The proposal of federal scholarships 
for medical students with agreement of 
recipients to serve for some length of 
time afterward in a government service 
might very well, if adopted, implement a 
compulsory insurance scheme. The mouths 
of such gift-horses, in these days, should 
be very carefully examined. 

A companion suggestion that such can- 
didates for medical scholarships be per- 
haps nominated by Senators and Repre- 
sentatives sounds like a joke. If those who 
propose such things were really humorists 
we should not object, but the fact is they 
are serious and earnest souls, or if the 
term be preferred, solemn asses. 
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Longevity of 
American Physicians 


Metropolitan Life In- 
surance Company studies 
show that after 35 the 
prospective lifetime of the 
American physician is 
somewhat less than that for 
white persons in the gen- 

eral population. At age 35 the average 
physician has almost as many years remain- 
ing as he has already lived. At age 45, 
the average physician may expect to live 
an additional quarter-century. At 65 he 
may still look forward to almost 12 years 
of life. 

At the younger ages, 25-35, the physi- 
cian has a more favorable record than 
the general population as regards death 
rates. But as the years of practice go on, 
the death rates of the doctors at first ap- 
proach those of the general population, 
and toward the close of professional life 
rise above them. However, those physi- 
cians who survive into late life experience 
about the same mortality as the general 
population, and are presumably the har- 
dier individuals, who may be benefiting 
from the advantages of an especially good 
heredity or a favorable environment, or 


both. 


A Decadent(?) Generation 


Can it be that the increasing resort to 
formula feeding from the outset (often 
arranged for before the birth of a baby) 
is an indirect proof of the present gen- 
eration’s biologic decadence—an_instinc- 
tive adjustment compelled by our babies’ 
essential unfitness to nurse or to be 
nursed, rather than any evidence of poor 
maternal character? 

These reflections are prompted by the 
observations of Powers, of the Yale 
School of Medicine, who, citing the twenty 
years’ experience of two New Haven hos- 
pitals, declares that he thinks “the evi- 
dence is against the ideal food for these 
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{feeble, malnourished, convalescent and 
premature} infants being human milk— 
Nature’s food, certainly, but for the ma- 
ture, healthy infant.” 

Powers strongly advocates breast feed- 
ing as soon as the feeble infant is fit for 
it. The cooked cow's milk mixture used 
by the aforesaid hospitals with relatively 
greater success in the case of feeble in- 
~fants is lower in fat, and higher in pro- 
tein and carbohydrate, than human milk; 
calcium and phosphorus are present in 
ample amounts; human milk is low in 
mineral contents. Vitamins must be added 
and liver extract is recommended. 

Powers takes every step to facilitate ma- 
ternal nursing in the case of the naturally 
mature or artifically matured infant. He 
says that ‘maternal lactation can be main- 
tained in favorable cases with effort on 
the part of the mother and encouragement 
on the part of the physician.” 

The fact remains that mothers more 
and more, everywhere, are proceeding as 
though there were few or no “mature, 
healthy infants’ even at full term. This 
raises the question propounded in our first 
paragraph. Maybe there is something 
wrong even with the babies of the new 


generation who are apparently mature and . 


healthy. In that case we might as well 
stop talking about selfishness, undue love 
of pleasure, unwillingness to make sacri- 


NYU College of Medicine 

Medical directors of some of the nation’s 
largest corporations are frequent con- 
tributors to “Health on the Job,” now 
being published by the faculty of the New 
York University College of Medicine, with 
a circulation among executives of approx- 
imately 20,000 New York City business 
firms. 

“Health on the Job” made its initial 
appearance in May, and is now being pub- 
lished monthly. Outgrowth of plans now 
being perfected for the Institute of In- 
dustrial and Social Medicine, an integral 

, part of the proposed $15,575,000 New 
gYork University-Bellevue Medical Center, 


Las 


fices and other alleged maternal short- 
comings. 

However, there is the fact that most of 
the young mothers have to go to work 
as soon as the lying-in period is over. They 
cannot work and nurse their babies at 
the same time. So perhaps Hooton of 
Harvard cannot prove by such babies and 
mothers his thesis that our ‘‘material pros- 
perity encourages the preservation, pam- 
pering, and reproduction of the biologic- 
ally inferior elements which are parasiti- 
cal upon rich civilizations. Then some 
cleaner blooded and culturally crude stock 
crashes in and wipes clean the slate. Out 
of apparent evil comes eventual good, be- 
cause the cultural and biological dross is 
destroyed so that man and civilization can 
rebuild themselves. Evolution, if it is to 
be progressive, demands the selection of 
the unfit and the culturally obsolete for 
extirpation. We can either prune off our 
own rotten branches or submit to a ruth- 
less cutting down and thinning out by 
more vigorous conquering stocks.” 

But it is a fact that the mothers who 
don’t have to go to work display the same 
alacrity as their poorer sisters in fleeing 
lactation. 

What we have called in our first para- 
gtaph “‘instinctive adjustment’’ may be a 
partial explanation of a weird situation. 


+ 


the publication is dedicated to new de- 
velopments in the industrial health field, 
with particular emphasis on timely inter- 
views with medical directors of large and 
small firms. 

Dr. Anthony J. Lanza, Associate Medi- 
cal Director of The Metropolitan Life 
Insurance Company, and new director of 
the Institute, describes the publication as 
“an attempt to satisfy the increasing in- 
terest in industrial medicine as a definite 
economic factor. With sick absenteeism 
making increasing inroads in our economic 
well-being, business and industry must 
look to its health future if this nation ex- 
pects to maintain its world leadership.” 
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P aludrine in Malaria 


Sir Philip Manson-Bahr, C.M.G., D.S.O., M.D., F.R.C.P. 


Consulting Physician to the Hospital for Tropical Diseases 
London 


The epic story of the discovery of palu- 
drine by two British researchers, F. H. S. 
Curd and F. L. Rose (1) is well known 
and its action on Plasmodium gallinaceum 
by D. G. Devey deeply appreciated, so 
that we are now in a better position to 
assess the role it may play in the suppres- 
sion and treatment of malaria. 

Paludrine (N,-p-chlorophenyl N,;-iso- 
propyl biguanide acetate) exerts an action 
on malarial plasmodia somewhat different 
to that of quinine or atabrine. Its effect 
upon the hypothetical exo-erythrocytic 
stages (E.E.forms) of Plasmodium vivax 
and P.falciparum is only equalled by that 
of plasmoquine but it has the great ad- 
vantage of being more efficacious and cer- 
tainly much less toxic. 

Two salts are used, the monohydro- 
chloride and the monoacetate and each is 
sparingly soluble in water, rapidly ab- 
sorbed and excreted chiefly in the urine. 
Paludrine is a bitter, colorless substance, 
particularly devoid of toxic properties and 
can be tolerated in doses above those 
necessary to extirpate the malaria para- 
sites. It is also effective against all species. 
Its chief virtue lies in curing and suppress- 
ing subtertian malaria (P. falciparum) 
and this statement entails the hope that 
in time it should cause the disappearance 
of blackwater fever, but above all, its 
main benefit to mankind lies in its pro- 
phylactic action. Paludrine acts most ef- 
fectively on the asexual forms, but does 
not extirpate the gametocytes more rapidly 
than does quinine or atabrine. It acts as 
a schizonticide, especially on the early 
forms by interfering with nuclear ((chro- 
matin) division. It has now been sug- 
gested by Marshall that its chief anti- 
malarial action takes place by inhibiting 
oxidation processes in the parasites, but 
that it does not affect the anaerobic break- 
down of glucose to lactic acid. 

Though gametocytes of both P. vivax 
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and P. falciparum, when ingested by 
mosquitoes, undergo exflagellation-fertili- 
zation, and may even develop into smal! 
oocysts, yet further development comes 
to an end. It has been shown that com- 
plete sterilization of the gut infection of 
mosquitoes results within 1-2 hours after 
150 mg. of paludrine has been admin- 
istered by a carrier. 

The original investigations on treat- 
ment with paludrine were conducted in 
Britain at the Liverpool School of Tropi- 
cal Medicine by Maegraith and Adams 
(2,3) and were subsequently supple- 
mented by those of Fairley and his team 
at Cairns, Queensland (4). The dosage 
has ranged from 5 mg. daily to 750 mg. 
Paludrine can also be injected intrave- 
nously in doses of 5 mg. but this method 
should necessarily be reserved for the 
more severe cases (5). 

For subtertian malaria (P. falciparum) 
the optimum dosage is 100 mg. three 
times daily for 7-10 days, but it is 
claimed that a single dose of 25 mg. suf- 
fices to suppress the attack. For benign 
tertian (P. vivax) and quartan (P. ma- 
lariae) large doses are indicated, such as 
250 mg. three times daily for the same 
period. 

It is agreed generally that the action of 
paludrine on subtertian malaria is as satis- 
factory as that of atabrine, but it does 
not appear to be as rapid or effective in 
action, in destruction of the parasites and 
reduction of pyrexia, nor is it so effective 
in the severer forms of subtertian fever. 
It does not extirpate P. vivax from the 
circulation any more thoroughly than does 
quinine though a single dose of 100 mg. 
suffices to suppress the individual attack 
(6). 

For instance, Johnstone (1947) (7) 
has shown that 10-day treatments with 
500 mg. paludrine daily do not prevent 
relapses and that the number to be ex- 
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pected is greater than on a similar qui- 
nine-plasmoqguine course. Another draw- 
back which has lately come to light is the 
acquired resistance to this drug in chicks 
infected with P. gallinaceum in which 
paludrine resistance is readily produced 
in subtherapeutic doses and the fact that 
this property can be transmitted by mos- 
quito passage. [Williamson et a/l., Bishop 
& Birkett (8, 9) }. 

As regards prophylaxis we should de- 
fine the following terms: 

(a) Gametocyte Prophylaxis —or pre- 
vention of infection by the mosquito on 
account of the action of drugs on the 
gametocytes or their precursors in the hu- 
man body. 

(b) Causal’ Prophylaxis—or the pre- 
vention of infection by the human host 
through the action of drugs on the sporo- 
zoites or upon intermediate stages of the 


malaria parasites in the body. 

(c) Suppressive Prophylaxis — or the 
prevention of development of clinical 
manifestations of sub-patent infections by 
the action of the drug on the asexual 
forms. 

Paludrine appears to constitute the 
ideal causal prophylactic in that it does 
not prevent penetration of sporozoites 
into the skin, but destroys the exo-erythro- 
cytic forms of malaria parasites. 

The dosage is 0.1 gm. daily for 10 
days. It is also an efficient suppressive 
chemoprophylactic in as low a dose as 0.1 
gm. once or twice weekly, but is more 
effective in subtertian than in benign ter- 
tian malaria as already stated. It is there- 
fore justifiable to recommend prospective 
travellers to the tropics to take 0.1 gm. 
paludrine for at least 10 days before en- 
tering the malarious zone. 
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Postgraduate Division at 
University of Illinois 

Establishment of a postgraduate divi- 
sion at the University of Illinois college 
of medicine for administration of widely 
differing kinds of advanced teaching is 
announced by Dr. John B. Youmans. 

Dr. Youmans, dean of the college of 
medicine, said that the new division is 
designed to improve the character and 
quality of postgraduate teaching. It also 
will facilitate the extension of postgradu- 
ate teaching to physicians residing outside 
of the Chicago area. 

The new division, approved by the 
University’s board of trustees, will corre- 
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late all postgraduate courses in medicine 
offered at the Chicago Professional Col- 
leges. The University has offered advanced 
medical courses for many years, and te- 
cently has expanded its postgraduate pro- 
gram for veteran physicians returning 
from service. Instruction has been con- 
ducted by individual units and depart- 
ments. 

At least 11 courses will be offered by 
the postgraduate division during the 1947- 
48 school year. Courses are expected to 
include instruction “in  ear-nose-throat, 
diseases of the eye, basic neuropsychiatry, 
basic medical sciences, dermatology, pedia- 
trics, and allergy. 
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Pitfalls and Accidents encountered in 


Rhinolaryngological Practice 


Emil Glas, M.D. 
New York, N. Y. 
Formerly Professor of Otorhinolaryngology, University of Vienna 


When in the year 1858 the Viennese 
doctor, Ernst Krakowizer, who learned 
laryngoscopy from the two inventors of 
the laryngoscope, Tiirck and Czermak, 
came to New York, he was the first physi- 
cian to demonstrate the use of the instru- 
ment to New York physicians. Dr. Jacob 
Solis-Cohen was the first in the United 
States to specialize in this field. At this 
time he was criticized by the great sur- 
geon Dr. Samuel D. Gross for leaving the 
ranks of what he called legitimate prac- 
tice to become engaged in a narrow speci- 
alty. ““Why does he devote most of his 
time to a cubic inch of the human an- 
atomy ? Some day I suppose we shall have 
specialists confining themselves to the dis- 
eases of the navel!” But these ironical 
words of a great physician did not dis- 
courage the pioneers in the new field. 
Rhinolaryngology developed very rapidly 
and became a most important aid to in- 
ternal medicine and, after several decades, 
the sphere of rhinolaryngological surgery 
was greatly enlarged. The real expert of 
today in this field must be at home in 
many fields: He must know how to oper- 
ate on a carcinoma of the larynx or on a 
diverticulum of the esophagus; he must 
know how to perform a Killian radical 
operation on the frontal sinus; must be at 
home in the big field of allergy; and be 
able to develop the best methods of nasal 
plastic surgery. These many connections 
of Rhinolaryngology with related fields 
make the work of our specialty manifold 
and polymorphous, and we can assent to 
the words of Dr. McKenzie Brown of 
Los Angeles, Chairman of the last an- 


a 


Presented before the Otolaryngological Society of 
the New York Post-Graduate Hospital, Oct. 21, 1947. 


MEDICAL TIMES, FEBRUARY, 1948 


nual meeting of the Section of Laryn- 
gology, Otology and Rhinology of the 
A.M.A., who stated that the future of this 
specialty is a great one “because the his- 
tory of this work has been highlighted by 
many discoveries and important contribu- 
tions to the welfare of the human race.” 

But it is important to know that there 
are certain dangers and pitfalls and that 
accidents may occur in our daily routine 
work; the younger specialist whose experi- 
ence is not too great has to bear in mind 
that the old Latin words: “primum non 
nocere” have to be our slogan. In the fol- 
lowing paper I would like to enumerate 
those dangers and accidents which it is 
absolutely necessary for the specialist to 
know in order to avoid them. We must 
not forget that some of our minor opera- 
tions may lead to consequences of a very 
serious nature. By knowing all the pitfalls 
and taking every precaution we can reduce 
the coefficient of danger to a minimum. 

Severe nosebleed may endanger the life 
of the patient and it is our duty to use 
the entire therapeutic armamentarium 
available. Good packing of the nose, if 
necessary packing of the posterior nares 
(Belocq), coagulen, thromboplastin, oxi- 
dized cellulose, gelfoam and other hemo- 
statics, such as penjavar yambi, are im- 
portant aids. In some cases ligation of 
the carotid artery followed by blood trans- 
fusion has been necessary to save the life 
of the patient. 

Of great importance is the careful 
technique in the operation for deviation 
of the septum. Going too far back may 
result in severe nasal bleeding; going too 
high and breaking through the perpen- 
dicular plate of the ethmoid may result in 
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postoperative meningitis (fatalities due to 
this error have been reported in the litera- 
ture). 

Puncture of the maxillary sinus must be 
done with great care because various acci- 
dents may occur. Cases of air emboli 
with serious ‘consequences have been re- 
ported. Deep infection of the cheek with 
ankylosis has occurred. It must be borne 
in mind that the end of the puncture 
needle must be absolutely free in the cavity 
of the antrum, not piercing the mucous 
membrane of the lateral wall. Impor- 
tant, too, is to stop the procedure im- 
mediately if the patient feels pain when 
water is introduced into the antrum. Never 
use violence in attempting to enter the 
antrum; if the bone offers too much fe- 
sistance at the point first tried, the punc- 
ture should be made at another point 
nearby in the maxillary process of the in- 
ferior turbinate. It must also not be for- 
gotten that in certain cases of osteomyel- 
itis, necrosis of the medial wall of the 
antrum may exist so that the needle en- 
ters without any resistance until it reaches 
the lateral wall. 

In operating on the maxillary sinus 
from the nose the surgeon must not go 
too high and too near the insertion of the 
inferior turbinate, because the nasolac- 
rimal duct enters in this region and may 
easily be injured by too radical surgery, 
with resulting low stenosis of the tear 
duct, which is usually irreparable. 

When the anterior end of the middle 
turbinate is resected, knowledge of the 
anatomy of this area is absolutely essen- 
tial. The ethmoid lies lateral to the basal 
lamella of the middle turbinate, but medi- 
ally between the septum and the rest of 
the middle turbinate the probe can reach 
the cribriform plate, with possible danger 
of producing meningitis. Cases have been 
reported in which either the physician or 
the patient tried to wash out the frontal 
sinus after resection of the middle turbin- 
ate and instead of entering the naso- 
frontal duct outside of the base entered 
too far medially and produced a fatal 
meningitis, The same thing may occur 
with too radical surgery if a frontal sinus 
operation is done from outside and the 
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surgeon does not take special care in 
curetting the sinus. There are spaces in 
the frontal sinus and in the ethmoid cells 
where the granulations that occur in 
chronic sinus infection are so near to the 
brain that curetting too deeply must in- 
jure the meninges. This anatomical con- 
dition explains the occurrence of post- 
operative meningitis beginning some days 
after a radical operation, as is not infre- 
quently reported in the literature. 

Operation on the ethmoid has to be 
done very carefully. It is much better to 
go conservatively from one ethmoid cell 
to the other, first probing, then cleaning 
and curetting the ethmoid labyrinth, than 
to do very radical surgery. Breaking 
through the paper-thin plate of the eth- 
moid may result in orbital abscess or in- 
fection and edema of the eye and sepsis, 
as reported in the literature. According to 
Our experience cauterization at the height 
of the middle turbinate is dangerous. Em-’ 
bolus of the central retinal artery with 
loss of vision has sometimes resulted. 

A very important subject is the severe 
bleeding that may occur at tonsil opera- 
tions. Adequate and careful dissection of 
the tonsils from their bed is a ‘‘conditio 
sine qua non,” otherwise (as has _hap- 
pened) vessels outside of the capsule can 
be damaged with severe, sometimes fatal 
bleeding. When such bleeding occurs, a 
retractor has to be used to push the an- 
terior pillar aside for better control of 
the tonsil bed. Bleeding vessels- have to 
be ligated. For this purpose, small 
needles with a handle should not be used 
because in severe bleeding the needle may 
break or get lost with a second accident 
resulting. Deschamp or other forms of 
aneurysm needles must be used. Tonsil 
sponges always have to be fixed with 
sutures because otherwise (and it has hap- 
pened, too) the sponge may go down into 
the trachea and kill the patient if trache- 
otomy and bronchoscopy come too late. 
Severe oozing is best combated by intro- 
ducing such a sponge into the tonsil bed 
and suturing the posterior and the an- 
terior pillar together. Sometimes the old 
instrument called Mikulicz’s compressor- 
ium may be of help. The tonsil sponges 
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can be moistened with any of the differ- 
ent coagulants now in use. The tonsil op- 
eration should never be done on patients 
with leukemia, hemophilia or other blood 
dyscrasias, 

Radical operation on a lingual tonsil 
is contraindicated on account of the rich 
blood supply at the base of the tongue and 
the great difficulty of stopping the bleed- 
ing in this area of soft tissue. . . . If 
bleeding occurs after the adenoid opera- 
tion it is wrong to pack the epipharynx 
immediately. According to our experience, 
usually small remnants of the adenoids 
are bleeding and if the bleeding or oozing 
continues, the first thing to do would be 
to curette the upper part of the epipharynx 
once again in order to remove these rem- 
nants. A clean field from which every 
loose tag is removed bleeds only very 
rarely because most of the loose open 
veins are eliminated with the tags. Pack- 
ing of the roof of the pharynx would 
not stop the bleeding in most cases but 
could be the cause of secondary infec- 
tion and otitis media resulting from the 
introduction of infectious material into 
the eustachian tube. 

Intubation of the larynx has to be 
done as gently and carefully as possible 
because the slightest damage done to the 
mucous membrane of the larynx can lead 
to very severe consequences. Injury of 
the vocal cords, tearing off the mucous 
membrane and septic infection can be the 
result of unskillful handling of the tubes. 
But it might happen also that diphtheritic 
membranes might be pushed into the 
deeper air passages with consequent suffo- 
cation. Everyone who has had to treat 
postdiphtheritic stenosis knows the severe 
difficulties encountered and many of those 
irreparable or almost irreparable strictures 
are due to errors in the primary treatment. 

Great difficulties are sometimes experi- 
enced in tracheotomy; it has to be borne 
in mind that palpation of, the cartilages 
of the trachea is a very important guide 
in this operation. Never open the trachea 
as long as it bleeds because the bleeding 
adds a new obstacle to good surgical work. 
Cutting through the isthmus of the thy- 
roid gland must be carefully avoided. The 
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best method is to do a horizontal incision 
through the ligament that fixes the isth- 
mus upward and to push down the isth- 
mus by blunt dissection. Sometimes 
tracheotomy may be of aid, although the 
patient is not breathing and no pulse is 
telt. In such cases, if immediately after 
the operation and introduction of the 
cannula, deep suction is performed, fol- 
lowed by prolonged artificial respiration, 
the patient may come to life again; I 
have seen some of these patients revived, 
to my surprise. Once in a while, in malig- 
nant goiter cases, where the trachea is 
very much deviated, it is very difficult to 
find the trachea and it requires great skill 
and presence of mind on the part of the 
surgeon to introduce the cannula. 

The same care must be used in tracheo- 
bronchoscopy and esophagoscopy. The mu- 
cous membrane in all these areas is very 
delicate and has to be handled as gently 
as possible because the damage that may 
be done may lead to very serious con- 
sequences. Years ago I mentioned these 
dangers in my paper “History of the En- 
doscopy of the Upper Respiratory tract’ 
by saying: “This science has reached a 
high point of perfection and no great 
difhculty is now found in the technique, 
but one thing must not be forgotten: 
although this art is not difficult to be 
learned since we have excellent instru- 
ments and good illumination, the mucous 
membrane of these organs is very fine 
and vulnerable and, therefore, the intro- 
duction of the tubes has to be done very 
gently. This membrane cannot stand 
rough handling or a certain form of pres- 
sure and must be treated as softly and 
gently as possible.” The routine of the 
technique and the experience of the physi- 
cian must overcome those difficulties to do 
successful work. Throughout the literature 
there are histories of cases where by the 
introduction of the instruments into the 
deeper passages severe damage was done 
and septic infection, esophagitis, medias- 
tinitis and periesophageal abscess followed 
such therapeutic procedures. Therefore the 
greatest caution must always be observed. 

In conclusion I should like to report 








in brief some cases where wrong diagnosis 
led to delay in treatment or aggravation 
of the situation and endangered the life 
of the patient. 

1.) Called to a patient whose ear had 
been catheterized some days before I found 
a large edematous swelling of the uvula 
and of the soft palate. Temperature 101°. 
Nothing was to be seen in the nose or in 
the larynx. Posterior rhinoscopy was difh- 
cult because of the swelling of the soft 
palate, but when I succeeded in looking 
into the epipharynx I found *a diph- 
theroid membrane covering the whole 
upper pharynx. Diagnosis: Isolated Diph- 
theria of the epipharynx (confirmed by 
culture). In this case the right diagnosis 
was possible only by a good posterior 
thinoscopy which certainly saved the life 
of the patient. 

2.) A patient with severe gastric pain 
was vomiting every morning, bringing up 
much pus, and feeling miserable. He was 
examined very carefully in the medical 
department where the diagnosis was se- 
vere gastritis. Although he had no nasal 
symptoms, I examined the nose and 
found a strange picture when I looked 
into the posterior nares. Between the pos- 
terior end of the inferior turbinate and 
the septum a foreign body was seen. After 
cocainization, a stone-hard foreign body 
was removed with forceps. After cleans- 
ing, it proved to be a tooth and then the 
patient remembered that thirty years 
‘ ago(!) he had had a fight that resulted 
in bleeding from the nose and lip and a 
broken tooth. This case could be presented 
as “severe gastritis’ healed by extraction 
of a tooth through the back of the nose. 

3.) A soldier was injured on the base 
of the nose by shrapnel (he had not been 
x-rayed because of lack of facilities in 
the area). For three months he had a 
suppuration of ‘the ethmoid and a nasal 
fistula. When I examined him later I 
found something hard and metallic in 
the left nasal labyrinth and the x-ray 
examination which was then done showed 
a piece of a embedded in the de- 
stroyed ethmoid cells, after the removal 
of which the fistula closed and the patent 
recovered. 


54 





4.) A young physician was called to 
a child who showed the symptoms of a 
peritonsillar abcess (quinsy). He did not 
wait too long but attempted to open the 
abscess by making an incision in the bulg- 
ing anterior pillar. Very severe bleeding 
occurred. The diagnosis was wrong: it 
was not a quinsy, but a fast growing an- 
giosarcoma of the tonsil. It was difficult to 
stop the bleeding. 

5.) A very prominent surgeon saw a 
swelling on the posterior wall of the 
mesopharynx. The patient had some difh- 
culty in swallowing. The diagnosis of the 
physician was: retropharyngeal abscess. 
He tried to puncture it, but no pus came 
out, and an infection occurred. He punc- 
tured an accessory thyroid gland. 


6.) Herman Schroetter, one of the pio- 
neers of endoscopy, who invented a hol- 
low glass tube to look into the depth of 
the tracheal tree, tried to make a biopsy 
from a bronchial growth. He punctured an 
aneurysm with resulting fatal bleeding. 


7.) A young boy was hoarse for more 
than 10 months and was seen by different 
doctors, who made different diagnoses, 
such as chronic laryngitis, postdiphtheritic 
stenosis, ozena laryngis and others. He 
was difficult to examine because of hyper- 
sensitiveness and gagging. When I exam- 
ined him I used some drops of a weak 
cocaine solution to quiet him and immedi- 
ately afterwards I could’ detect a foreign 
body sticking between the vocal cords, 
embedded in much granulation tissue in 
the interarytenoid membrane ending in 
the anterior commissure. I removed it by 
indirect laryngoscopy with a good grasping 
laryngeal forceps. It was a chicken bone, 
fortunately lying in the medial line so 
that the boy had not had too great difh- 
culty in respiration. The mother remem- 
bered that eleven months ago the child 
had eaten chicken and suddenly started 
gagging. After removal of the granulation 
tissue, the normal voice was re-established 
and the boy was well again. 


8.) The following case shows the im- 
portance of good judgment that prevent- 
ed the introduction of an esophagoscope 
in a case of a large aneurysm of the 
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arch of the aorta. A patient was brought 
in with high fever and inability to 
swallow. The mesopharynx did not 
show any abnormality. The obstacle 
seemed to be in the upper part of the 
esophagus. Laryngoscopy showed a pa- 
ralysis of the left vocal cord which stood 
in cadaver position and had an excavated 
border: symptoms of atrophy and paraly- 
sis of long duration. The x-ray examina- 
tion indicated the great probability of a 
mediastinal growth. No other symptoms of 
aneurysm were present. Therefore the 
esophagoscopy had to be done! Only the 
thought that an aneurysm might be in- 
volved (as similar cases in the literature 
have been described) made me refuse to 
do the esophagoscopy on this day. The 
next day the patient died without a tube 
having been introduced into the esoph- 
agus. The post mortem showed a very 
large aneurysm of the arch of the aorta 
with pressure on the left recurrent laryn- 
geal nerve; the surface of the bulging 
esophagus was covered with a fetid gan- 
grenous membrane (secondary diphther- 
oid infection of the mucous membrane). 
If I had performed the esophagoscopy, I 
certainly would have perforated this very 
thin, infected wall and a fatal bleeding 
would have occurred. Right thinking es- 
tablished my resolution the day before 
and so my conscience was relieved. 

Many other cases of wrong diagnosis 
or wrong procedures could be added. But 
I think that the aforementioned cases are 
sulfficient to prove that an exact diagnosis 
in every case is nearly as important as the 
correct treatment in our specialty. We 
must learn through the mistakes others 
have made, and we have to try to do our 
best to reduce the pitfalls and the dangers 
of our work. 

I want to add some words on the anes- 
thesia we are mostly using. It is not neces- 
sary to mention that cocaine is only to be 
used for superficial anesthesia and that 
for infiltration anesthesia the less danger- 
ous substitutes, Percaine, Novocain, Eu- 
caine, Betacaine and others have to be ad- 
ministered. But the cocaine surface anes- 
thesia may sometimes be dangerous too, 
especially in those cases in which a cer- 
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tain hypersensitivity for cocaine is pres- 
ent. If any symptom of a toxic reaction 
develops the best thing is to stop im- 
mediately and not continue the application 
or spraying of cocaine solution. One 
should always instruct the patient not to 
swallow the cocaine because according to 
our experience the principal way the toxic 
effects occur is from the stomach and the 
intestines. The first symptoms of cocaine 
hypersensitivity are restlessness and excite- 
ment, anxiety, sometimes convulsions. 
Pallor and dilation of the pupils are char- 
acteristic. If the intoxication becomes 
greater Cheyne-Stokes respiration and col- 
lapse may occur. The principal antidotes 
are morphine and the barbiturates (the lat- 
ter to be administered intravenuously). 
Artificial respiration has to be done and 
if in any way possible, a tourniquet has 
to be applied. Cases in which death oc- 
curred have been described as heart in- 
toxication. Goodman and Gillman empha- 
size that there is no effective therapy for 
the type of cocaine poisoning character- 
ized by sudden cardiovascular collapse. 
In parenthesis we must emphasize that co- 
caine and novocain have to be kept sep- 
arately because some fatal cases reported 
in the literature occurred by the confusion 
of the two solutions. 

As I mentioned in the preface it is 
important for the younger specialist with 
not too great experience to learn about 
the pitfalls in his specialty and to read 
about accidents that may occur because 
only by knowing these dangers can he 
avoid them. The old Roman words 
“Caveant consules ne quid detrimenti 
capiat rem publicam! (The consuls may 
beware that no damage is done to the 
public)” must be the first slogan in our 
practice. And under these circumstances 
the specialist will enjoy his work and not 
find much disappointment. That is the 
right way to help your patients and satisfy 
your own conscience. At the same time 
it is the ideal task of the practicing physi- 
cian. 

101 East 74th Street 








Seabra’s Photo-Oxidasic Test in Leprosy 


André Petrarca de Mesquita, M.D. 
Rio de Janeiro 
Brazil 


“We must be conscious of the disease (leprosy) and its relationship to our post- 
? 


war medical problems.’ 


It is not our intention, in the present 
work, to study the intimate mechanism 
of oxidation in biology. However, we ad- 
mit that the oxidations process them- 
selves at the expense of catalizers which 
make possible the utilization of the molec- 
ular oxygen. These catalizers are oxi- 
dases which thus make possible the bio- 
logical oxidations. Paulo Seabra defined 
oxidations as being ‘enzymatic complexes 
which make oxidation possible under 
temperature and other characteristics com- 
vatible with life, without the addition of 
any peroxide, but highly dependent on 
the variations of medium.” 

Among the various oxidases, the oxi- 
dase of the blood was one of the first to 
be studied. We know that, in general, 
the leukocytes of the myeloid series, and 
principally the polymorphonuclears, are 
provided with granules which contain oxi- 
dase; the lymphocytes are not; the mono- 
cytes, basophils and eosinophils are un- 
stable in relation to oxidase. 

Paulo Seabra (3), after a thorough 
study of the subject, was able to establish 
a method for measuring the quantity of 
oxidase and worked out for this purpose 
an index of leukocytic oxidase, namely 
the “Seabra Oxidase Index” (1). 

Paulo Seabra (4), Pessanha and Lins 
Filho (1), Olimpio Gomes (2) and 
others verified that the index referred to 
varies with the change of barometrical 
pressure and with certain pathologic 
states, such as tuberculosis. These facts 
were demonstrated: in the first case 
through experiments with laboratory ani- 
mals and flyers who underwent the test; 
in the second case through the examina- 
tion of various tuberculous subjects from 


Awarded prize “Oscar de Souza” of the National 
Academy of Medicine, Rio de Janeiro, and read at 
the 2nd Pan-American Leprosy Conference, October, 
1946, 
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the Service of Professor MacDowell, of 
the General Policlinic of Rio de Janerio. 

However, Seabra’s studies did not stop 
here, because to him “it seemed strange 
that there could live together, gliding in- 
differently side by side, the erythrocyte 
(a container full of the substance that 
oxygenizes and disoxygenizes—the hemo- 
globin) and the granulocyte (leukocytes 
full of granules containing the substance 
that catalizes the oxidation—the oxi- 
dase).’” He then had to admit that there 
was a functional physiological relation- 
ship between these two elements of the 
blood, which he was able to prove (3). 

The oxidase of the leukocyte is- ad- 
sorbed by the erythrocyte through the 
phenomenon he denominated “‘oxidase 
effusion” and which varies in intensity in 
tuberculosis and the various conditions of 
barometrical pressure. Seabra was able to 
microcinematograph this phenomenon and 
to measure its intensity. 

Like Pessanha and Lins (1), who called 
the leukocyte oxidase index established by 
the author the ‘‘Seabra Oxidase Index,” we 
find it only just to connect the .name of 
the author with his method of measuring 
the erythrocytic oxidase and call this 
method “Seabra’s Photo-Oxidasic Test.” 

This test is carried out with the appara- 
tus which Paulo Seabra has designed and 
constructed for the purpose (5). The ap- 
paratus consists (Fig. 1) of an electro- 
photometer the light of which is cooled 
and condensed in an orifice of 3 mm. 
diameter and which is caught by the elec- 
tric cell connected with the galvanometer 
which measures at the most 200 micro- 
amperes and on which is made the read- 
in 

Mens 2 shows a scheme of the ap- 
paratus. On this figure we see a battery 
(a), a lamp (b), a balloon filled with 
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Fig, 1 


water (c), the orifice of 3 mm. diameter 
(3) which lets the light fall on the photo- 
electric cell (e), and the intensity of 
electricity produced measured in micro- 
amperes by the galvanometer (f). 

In order to carry out “Seabra’s Photo- 
Oxidasic test,’ we collect a drop of blood 
from the digital pulp of the patient and 
stain this material as described by Seabra 
(5). 

The staining solution is placed over the 
whole slide, while the mordant with al- 
pha-naphthol is only over half the smear, 
this half remaining more 6ér less blue 
(due to thesamount of erythrocytic oxi- 
dase it contains) and differing from the 
other less stained half that was not 
treated with mordant. 

On Figure 3 we see a slide of which 
part A, without mordant, is much less 
stained than part B, which received mor- 
dant. 

In order to better appreciate the dif- 
ference in coloring, we can measure this 
difference with the apparatus described 
above. 

We place the slide in the photometer, 
the part without mordant, and regulate 
the light with the diaphragm, so as to 
keep the galvanometer at 200. Then we 
place the slide transversally so that the 
light falls on the part of the slide with 
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mordant. Since this part is darker, the 
galvanometer shows lower intensity. 

The difference in the two readings ex- 
presses the erythrocytic oxidase in milliam- 
peres. 

Seabra (5) verified, in patients from 
the Service of Professor MacDowell, of 
the General Policlinic of Rio de Janeiro, 
that his photo-oxidasic test shows, in tu- 
berculous subjects, the drop in the degree 
of erythrocytic oxidase which he attrib- 
utes to an element that Calmette had al- 
ready called ‘“‘antilecitinase”’ and_ which, 
according to Middlebrook, is called today 
‘Factor P’’: it inactivates the lipase pro- 
duced by the lymphocytes. 

“Factor P’” is secreted by the bacillus 
of Koch, when virulent, and makes difh- 
cult the oxidasic effusion, the erythrocyte 
which utilizes the oxidase coming from 
the leukocyte remaining poor in oxidase. 
The exit of the oxidase of the leukocytes 
through the rupture of the granules is 
thus disturbed by this “Factor P’’, which 
is not well known as yet and which ~ 
causes a drop in erythrocytic oxidase. 

Due to the existing analogies between 
the germ of tuberculosis and that of lep- 
rosy, Paulo Seabra (5) submitted a few 
cases of leprosy to his photo-oxidasic test 
and found to be true that in this disease 
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Fig. 3 


the same thing occurs which he had al- 
ready verified in tuberculosis: a drop in 
erythrocytic oxidase. 

Naturally, this fact required that a 
greater number of leprosy cases be sub- 
mitted to Seabra’s Photo-Oxidasic Test, 
and this work is based on the results ob- 
tained with this test. 

To Seabra’s Photo-Oxidasic Test were 
submitted one hundred lepers, who are 
interned at the Hospital Frei Antonio. 

The results of this test have nothing 
to do with the factors age, sex, color, 
civil status and nationality of the patients. 

However, the same is not true in rela- 
tion to the state of the illness, because 
the test reveals the lowest results in the 
more serious cases, of worst prognosis, 
and the highest in benign cases, of bet- 
ter prognosis. 

Thus, in a general way, the amount of 
erythrocytic oxidase in lepromatous cases 
is below 40, a figure established at pres- 
ent to mark the limit of normality. The 
uncharacteristic and  tuberculoid cases, 
which correspond to the nervous or neu- 
ral cases of the classification of the Cairo 
Congress, have, in general, the amount 
of erythrocytic oxidase fixed above 40. 
Also, in relation to the bactrioscopic ex- 
aminations, its positiveness is observed 
more frequently in cases with much 
lower erythrocytic oxidase. 

Further, we have had the opportunity 
to carry out in the blood of 6 of our 
patients the measuring of hemoglobin and 
counting of erythrocytes, determining the 
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globular value. We did not, however, 
find great divergencies in the results of 
these examinations, although 3 of our 
cases presented low erythrocytic oxidase 
(18.3-20.0-21.6) and 3 others were cases 
with high erythrocytic oxidase (53.3-54.1- 
54.1). This fact has demonstrated that the 
erythrocytic oxidase depends on neither 
the number of erythrocytes nor on the 
richness in hemoglobin. 

Clinical Forms. In order to better an- 
alyze our cases, we have divided them 
according to their clinical forms (Fig. 4), 
observing the South American classifica- 
tion, which is more rational and more 
scientific than the other classifications. The 
South American classification was ac- 
cepted at the Second Pan-American Lep- 
rosy Conference held in Rio de Janeiro 
from October 19 to 31, 1946. Besides the 
delegates of the Latin-American Repub- 
lics, Drs. Muir from India and Rodriguez 
from the Philippines, there was also pres- 
ent the North American delegation, com- 
posed of Drs. P. Burgess, H. Faget, M. 
Soule, F. A. Johansen and H. T. Karsner. 
At this meeting the delegates of the Con- 
ference introduced the ‘“PAN-AMERI 
CAN CLASSIFICATION,” until then 
called the “SOUTH-AMERICAN CLAS 
SIFICATION.” We have also followed 
the classification introduced at the Cairo 
Conference and adopted internationally. 

With regard to their clinical forms, we 
have in one hundred cases 67 (67%) 
lepromatous, 25 (25%) uncharacteristic 
and 8 (8%) tubericuloid (Pan-American 
classification). Since these two last types 
correspond to the nervous or neural cases 
of the Cairo classification, we have for 
this type a total of 33 patients or 33% 
of the cases. The lepromatous type, ac- 
cording to the two classifications referred 
to, remains with 67 patients or 67% of 
the cases. 

In the lepromatous cases, 67 in num- 
ber, Seabra’s Photo-Oxidasic Test revealed 
results below normal in 53 patients (79.- 
1% of the cases) and normal in the other 
14 patients (20:0% of the cases). Of 
these 14 cases 6 have greatly improved 
and 8 do not present any cutaneous le- 
sions any more, being free cases. Taking 
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these 8 cases, out of the total number of 
67 lepromatous, we are able to improve 
our percentage, taking our figures from 
59 patients instead of making our esti- 
mates on 67 cases. Thus we have, for the 
iepromatous cases, 89.8% of results be- 
low the normal figures and only 10.2% 
normal results or near normal, the latter 
referring to patients showing clinical im- 
provement. 

The uncharacteristic cases, 25 in num- 
ber, and the tuberculoid, 8 in number, 
correspond to 33 nervous or neural cases 
of the classification adopted at the Cairo 
Congress. 

In these 33 patients, all of them bac- 
terioscopically negative, the Seabra Photo- 
Oxidasic Test revealed normal results 
(above 40) in 25 cases (75.76%) and 
results below normal (below 40) in 8 
cases (24.24%). Of these 25 uncharac- 
teristic cases, Seabra’s Photo-Oxidasic 
Test revealed a normal figure of erythro- 
cytic oxidase in 18 patients (72% of the 
cases), the remaining 7 (28% of the 
cases) having a low erythrocytic oxidase. 
After analyzing the 7 cases referred to 
above, we see that 4 are over 60 years 
of age, their organisms not being in good 
physical condition. They are patients who 
did not show any improvement, being 
stationary with regard to the evolution of 
the disease. It should be pointed out that 
Seabra’s Photo-Oxidasic Test came very 
near the normal limit (40), reaching 39.1 
in one case. 

Of the other 3 cases, also stationary 
with relation to the evolution of the dis- 
ease, 2 became worse in their subjective 
symptoms (benumbedness, pains). The 
other patient, a case of very advanced 
mutilating leprosy, indifferent to every- 
thing, does not show any alteration. 

In 8 of the tuberculoid cases, Seabra’s 
Photo-Oxidasic Test revealed in 7 normal 
results (89.5%) and a decrease in the 
erythrocytic oxidase in only one case 
(12.5%). 

From the above observations it can be 
concluded that Seabra’s Photo-Oxidasic 
Test shows a normal erythrocytic oxidase 
in the uncharacteristic and tuberculoid pa- 
tients (nervous or neural of the Cairo 


60 


classification). The cases in which the 
test revealed a low étythrocytic oxidase 
in these forms of leprosy are immaterial 
on account of their small number. 


Conclusions 


In dealing with leprosy, it is natural 
that any conclusions not based on long 
observations could only be preliminary 
ones. Our conclusions do not make an 
exception to the rule. 

We can make definite statements only 
after having watched the patients during 
several months, repeating from time to 
time the clinical examinations and the 
bacterioscopic searches. Only then can we 
draw more definite comclusions, based on 
long and methodical observations. 

But, even so, I do not think we are 
incurring an error if we affirm that, in 
a genemal way, the cases of leprosy behave 
differently with the Seabra Photo-Oxidasic 
Test, whether they are lepromatous or un- 
characteristic and tuberculoid( neurals ac- 
cording to the Cairo classification). 

Based on the foregoing we can right 
now draw the following conclusions: 

A—Seabra’s Photo-Oxidasic Test  re- 
veals, in general, a decrease of erythro- 
cytic oxidase in lepromatous cases. 

B—Seabra’s Photo-Oxidasic Test re- 
veals, in general, normality in relation to 
the erythrocytic oxidase, in uncharacteris- 
tic and tuberculoid cases, which means 
that the test is normal in nervous or neu- 
ral cases of the Cairo classification. 

C—Seabra’s Photo-Oxidasic Test shows, 
generally, for erythrocytic oxidase, results 
below normal or almost normal in bac- 
terioscopically negative cases. 

D—Seabra’s Photo-Oxidasic Test re- 
veals that erythrocytic oxidase in leprosy 
increases at the rate of direct improve- 
ment of the prognosis of the disease, be- 
ing very low in cases of bad prognosis and 
high in more benign cases. 

E—The results obtained with Seabra’s 
Photo-Oxidasic Test do not seem to have 
any relation to the factors sex, color, age, 
civil status and nationality of the patients. 

F—Seabra’s Photo-Oxidasic Test is of 
great value in the prognosis of leprosy 
and the discrimination of its clinical 

—Concluded on page 73 
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Management of Essential Hypertension 


This summarization attempts to cover all of the known 
therapeutic information on the subject and is designed 


as a time-saving refresher 


Hypertension is one of the major un- 
solved problems of medicine. Statistical 
studies have confirmed estimates that ap- 
proximately twenty-five per cent of all 
deaths of persons past 50 years of age are 
caused by hypertension.’ It may occur at 
any age but is most frequently found in 
persons over 40 years of age. Occasionally 
it occurs in children and more commonly 
in young adults. 


Definition 


Essential hypertension is defined as a 
morbid state in which fluctuating systolic 
and diastolic arterial hypertension occurs.? 
It is most commonly observed in middle or 
old age but is believed to begin much 
earlier, being unrecognized for some years 
due to its insidious and asymptomatic 
onset. 


Classification 

The etiology of essential or primary 
hypertension is uncertain and therefore it is 
impossible to classify it on this basis. 
Some attempt has been made to classify 
it according to severity and course. There 
is naturally a great deal of variation and it 
is not always possible to place a patient 
into one narrow group. The most useful 
method of grading now widely employed 
is the following:* 

Group 1. This type can be of long 
duration without causing symptoms and 
without impairing general health. The 
majority of cases usually fall into this 
group. Changes in the retinal vessels are 
minimal, consisting of mild narrowing or 
mild sclerosis of the arterioles. Cardiac 
and renal functions continue to be ade- 
quate and blood pressure is not excessively 
high and falls during rest and sleep to 
normal in many patients. There may be a 
slight albuminuria or none at all. Although 

From the Editorial Research Department of the 


Mevican Times. 
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for the busy practitioner. 


there is a gradual development of hyper- 
trophy of the heart electrocardiologic 
examinations may give evidence of normal 
findings for many years. The prognosis is 
usually good. 

Group 2. Patients in this group have a 
higher and more sustained hypertension 
than those of Group 1. Although retinitis 
is not present, there are more marked 
changes in the retinal vessels. General 
health is good, cardiac and renal functions 
are satisfactory but the disease is more 
progressive. The arterioles of muscles 
show changes more frequently. 

Group 3. In this group the hyperten- 
sion is often high and sustained and on 
palpation, diffuse changes in the arteries 
usually can be demonstrated such as thick- 
ened and_ rubber-like radial, brachial, 
superficial temporal, posterior tibial and 
dorsalis pedis arteries. Although cardiac 
and renal functions may be adequate, there 
may be minor alterations in functions as 
indicated by dyspnea on exertion, char- 
acteristic changes in the electrocardiogram 
and nocturia. Nervousness, headache and: 
vertigo may occur. Albuminuria and micro- 
scopic hematuria may be present. An im- 
portant characteristic is the presence of 
angiospastic retinitis accompanied by defi- 
nite sclerotic changes in the arterioles but 
no edema of the disks. Changes in the 
arterioles of the muscles are more numer- 
ous and marked than in group 1. Even 
in group 3 cases there may be a remission 
in activity of the pathologic process. The 
patient feels better and stronger and the 
headaches or vertigo may disappear. Ex- 
amination of the retina shows evidence of 
previously active retinitis and many of 
the small arterioles may be obliterated. 

Group 4. Patients in this group are in 
very serious condition. The characteristic 
symptoms include headache, nervousness, 
asthenia, loss of weight, visual disturb- 
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ances, dyspnea on exertiun and nocturia. 
There may be obvious neurologic lesions. 
Objective findings include a persistently 
elevated blood pressure, palpable diffuse 
arterial thickening of the peripheral ar- 
teries and retinal changes such as edema 
of the disk. There is also marked spastic 
and organic narrowing of the arterioles 
with diffuse retinitis. Albuminuria, cylin- 
druria, and hematuria are usually were 
Cardiac and renal functions may be ade- 
quate but eventually they become impaired. 


Associated with the terminal picture there 


may be failure of the functions of the 
brain, heart and kidneys simultaneously 
which suggests widespread anoxemia due 
to decreasing arteriolar blood supply. The 
prognosis is very serious. 

In a study of a large number of cases 
this grading scheme was found to give 
some ideas of prognosis. Three years after 
the first examination, 20 per cent of group 
1 patients, 36 per cent of group 2, 75 
per cent of group 3 and 94 per cent of 
group 4 were dead. 


Symptoms 

Hypertension may occur with or with- 
out symptoms. When symptoms are absent 
it is thought that the vascular tree has ad- 
justed itself to allow for the injury whereas 
when they are present either the vascular 
tree has lost its power of adjustment or 
there is an association of neurosis. In the 
course of examining the patient symptoms 
will develop as a result of suggestion from 
the questions asked by the physician. It is 
obvious that such symptoms can be absent 
since many cases of hypertension are dis- 
covered accidentally during medical ex- 
amination for insurance or other purposes. 

In the early stages of hypertension the 
symptoms noted, if present, are character- 
istic of a state of anxiety and usually are 
associated rather than resultant.? Increased 
nervous irritability may bring about cold 
extremities, pallor and dizziness. In the 
later stages arteriolar sclerosis develops 
and results in characteristic signs and 
symptoms. 

Important to the individual case is the 
family history in respect to hypertension. 
Approximately 30 to 40 per cent of cases 
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have close relatives who have also been 
hypertensives. The resilience of the 
mgm vascular system can be estimated 
y learning the age of the relatives suffer- 
ing from hypertension. If they have 
reached a ripe old age then their vascular 
systems must have been excellent and this 
offers some encouragement for the patient 
at hand. 

Headathe is the most common symptom 
encountered. Frequently it starts in the 
morning and disappears before midmorn- 
ing or noon and may be located in the 
occipital region although this is not always 
the case. The headache may occur daily or 
at intervals no more frequent than head- 
aches in normal imibeiieal. It may simply 
be a stiffness and tightness of the neck 
or an excruciating pain. Since the height 
of the blood pressure and the severity of 
the headache do not parallel each other 
it is thought by some that the headache 
may be associated with an underlying psy- 
choneurosis rather than with the hyper- 
tension. There is often a feeling of con- 
striction in the scalp, particularly over the 
vertex, which is not often experienced by 
people with normal blood pressure. A very 
common complaint although not character- 
istic is that of fatigue occurring toward 
midafternoon even though the. morning 
has been uneventful. Some patients, how- 
ever, may appear to have unbounded energy 
and be able to continue beyond the dura- 
tion of normal subjects. 

The onset of hypertension may be noted 
in some individuals by the change :in emo- 
tional tension. They may become irritable, 
intolerant, inconsiderate, unable to relax 
or to avoid controversy. There are excep- 
tions to this as well, for hypertension has 
been discovered in patients showing no 
neurotic manifestations. Unfortunately in 
such cases the disease frequently advances 
to the stage of malignant hypertension be- 
fore it is discovered. Then the heart, kid- 
neys, fundi and blood pressure evaluation 
indicate the condition. 

Dyspnea may accompany exertion as 
the heart hypertrophies and loses compensa- 
tion. There may be vague sensations of 
oppression in the chest and mild precordial 
pain imay develop or it may be more severe 
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pain such as in angina pectoris. Loss of 
heart efficiency or renal disease may also be 
indicated by edema of the ankles. Palpita- 
tion in the early stages usually occurs in 
those patients having psychoneurotic back- 
grounds? or may result from cardiac 
arrythmia. 

Although the kidneys may play a role 
in causing the condition, no symptoms 
from this source are observed until the 
disease has progressed. 

In addition to the involvement of the 
nervous system as evidenced by headache 
and irritability there may also be vertigo, 
tinnitus, insomnia, fatigue, weakness and 
other more minor complaints. The syn- 
drome of hypertensive encephalopathy, 
which resembles to some degree an 
epileptic seizure, may appear. Prodromes 
such as severe and almost constant head- 
ache, nausea, vomiting and somnolence may 
be present. A few days before the attack 
loss of appetite and disturbed sleep as well 
as changes in personality such as irritabil- 
ity may be observed. The arterial pressure 
frequently rises to great heights and urinary 
volume falls. The pulse is usually slow and 
pallor is striking. Thrombosis and hemor- 
thage occur late in the course of the disease 
although there may be small thrombi in 
portions of the brain before any extensive 
damage is observed. This may account for 
certain symptoms such as tingling and 
numbness of the fingers and hands and 
incomplete palsies. It is necessary that such 
symptoms be considered for they are the 
forerunners of apoplexy. 

Occasionally there may be thrombosis 
of one retinal artery which will bring about 
a disturbance of the vision in the area 
nourished by that vessel. 


Phases 

There are various phases of essential 
hypertension and these have been classified 
as follows :? 

A. Prehypertension 

B. Neurogenic hypertension 

C. Established essential hypertension 

1. Vascular adaptation fully main- 
tained 


_-— 

Fig. 1, 2, 3 & 4 through courtesy of Commonwealth 
Fund, Inc. ‘Hypertension and Hypertensive Dis- 
ease” by Goldring & Chasis. 
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2. Vascular adaptation failing 
Progress 

Rapid (severe essential hyper- 
tension) 

Slow (mild or benign essen- 
tial hypertension) 

Major site 
a) Cardiac (hyptertensive 

neart disease) 

b) Cerebral 
c) Renal 
d) Other 

D. Malignant hypertension (malignant 

syndrome) 

The range of arterial pressure in normal 
men and women is considered by some 
authorities to vary from 90 to 120 mm. 
Hg systolic and 60 to 80 mm. Hg diastolic 





Fig, 1. Cardiac silhouette early in hyperten- 
sive heart disease, showing concentric hyper- 
trophy of the left ventricle. 
whereas others believe that 110 to 140 
systolic and 70 to 90 diastolic are more 
normal figures. Some believe that arterial 
pressure rises as people grow older whereas 
others believe that the maximum is reached 
at adolescence with very little variation for 
the remainder of the life of the patient. 

Elevated blood pressure does not always 
mean that the condition is due to hyper- 
tension but it may be caused by any num- 
ber of diseases which are far more easily 
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understood and treated than is hyperten- 
sion. It is necessary for the physician to 
consider the wide variety of causes of 
hypertension. Coarctation of the aorta, in- 
farcted kidneys, pyelonephritis and related 
conditions are not commonly found but 
the patient should be thoroughly examined 
for them. As previously stated, because the 
disease is so insidious and free of outward 
symptoms in its onset many people do not 
visit the physician or if they do frequently 
fail to follow his instructions. The physical 
changes in the early stages of the disease 
are so slight as to be almost unnoticeable. 
There may be a slight constriction of the 


Fig. 2, Cardiac silhouette in advanced hyper- 
tensive heart disease. 


arterioles in the eyegrounds. Early diag- 
nosis is based chiefly upon the observa- 
tion of a fluctuating elevated diastolic 
arterial pressure which continues even after 
all possible variations in measurement and 
all other possible causes for the condition 
itself have been eliminated.? 


Differentiation 


One of the greatest difficulties in ex- 
amining patients with suspected hyper- 
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tension is the differentiation between 
those with the so-called transient hyper- 
tension developed as a result of emotional 
stimuli and unlikely to lead to essential 
or nephritic hypertension. This is ex- 
tremely important to the patient for once 
the diagnosis has been established he can 
no longer obtain insurance and frequently 
he may be afraid to work or the employer 
may hesitate to retain him. 


Classification 


Page? has suggested a tentative classi- 
fication of the early stages of hypertension 
to aid in this differential diagnosis as 
follows: 

1. Simple vasomotor lability in which 
the characteristic clinical and laboratory 
picture of essential hypertension is not 
observed and may not necessarily develop. 
In this stage the blood pressure, particu- 
larly the systolic phase, is irregularly and 
transiently elevated and accompanied by an 
increased heart rate and frequently some 
obvious emotional stimulus. 

2. Prehypertension in which the 
patient responds as in 1 and probably will 
develop hypertension. 


3. Neurogenic hypertension. In_ this 
group the patients show signs and symp- 
toms of nervous hyperactivity and early 
hypertension is established. 


4. Early essential hypertension in 
which cases the hypertension is established 
on a humoral basis usually and with early 
arteriolar disease. 


Clinical Course 


There are two types of hypertension 
which have been called benign and malig- 
nant hypertension respectively. The latter 
type of hypertension has a_ typical 
clinical picture. The cause or mechanism 
of this syndrome is not definitely known. 
It is thought not to be a disease distinct 
from essential hypertension but rather a 
syndrome which is an end stage or which 
accompanies a number of diseases in which 
hypertension is concurrent. It commonly 
occurs in those patients who have 
suffered from essential hypertension for 
some* time although this may not 
always be the case for it may be found 
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in patients who have had no previous 
symptoms of essential hypertension. It is 
generally considered to be a result of in- 
tensification of hypertension for which 
the cause is not known. 


Malignant Syndrome 

Malignant hypertension is most com- 
monly found in men in early or middle 
life. It is less common in women and 
seldom occurs in old age. In those patients 
with hypertension the onset of malignancy 
is difhcult to predict. The symptoms as 
described in group 4 of the grading 
scheme are usually those occurring early 
in the malignant syndrome. Blurred vision 
is particularly important. Examination of 
the eyegrounds will generally show early 
papilledema, fresh hemorrhages, arteriolar 
constriction and an exudate. The left eye 
is usually more characteristic than the 
tight. Most authorities concur on the fact 
that papilledema is the chief characteristic 
and that the malignant syndrome is not 
present without it. There are exceptions 
to this rule, of course, but its absence in- 
creases the difficulty of diagnosis. In some 
cases increased intracranial pressure is also 
present and is believed to be at least 
partially responsible for papilledema al- 
though either one has been found to occur 
without the other. 

There may be moderate enlargement of 
the heart and tachycardia which maintains 
cardiac output without hypertrophy so that 
left axis deviation may not occur. Symp- 
toms of cardiac strain appear as the disease 
progresses. Electrocardiograms __ usually 
show a flattening or inversion of the T 
waves in leads I and II accompanied by 
left axis deviation. Edema of the ankles, 
dyspnea and pain in the precordium occur. 

A study of kidney function based on 
urea clearance or ability to concentrate the 
utine may give evidence that it is normal 
or slightly reduced in the beginning or it 
may be comparable to the condition ob- 
served during the state of essential hyper- 
tension. Shortly, however, the function be- 
gins to fail with precipitate falls taking 
Place as well as bursts of gross hematuria, 
an increase in protein excretion, and an 
inability to concentrate the urine. 
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A test for specific gravity of the urine 
shows that at the point at which renal cells 
no longer concentrate the urine, the maxi- 
mum value is 1.010. As the disease pro- 
gresses the kidneys are no longer able to 
concentrate the urine and the specific grav- 
ity becomes fixed and the urine isotonic. 
This test is of value, therefore, in estimat- 
ing renal function so long as renal failure 
has not begun. In some cases of hyperten- 


Fig, 3. Cardiac silhouette in hypertensive 
heart disease during congestive failure. 


sion a study of the crystalline deposits in 
urine is useful. Addis has developed a 
quantitative method for this in which the 
urine is collected during a timed period of 
fluid restriction and the output of protein 
and number of formed elements are then 
determined. 

There may be periods of transient 
paralysis or aphasia and bizarre psychologic 
changes occur probably caused by minute 
thrombi in the vessels of the brain and 
their sequelae in associated areas of focal 
necrosis. 

The heart failure is intensified as the 
end is approached and it may enlarge 
rapidly as a result of dilatation. The asso- 





ciated kidney failure also accelerates and 
oliguria or anuria may be observed 
alternately with polyuria. Failure of renal 
clearance and blood flow results in a de- 
trease of urea excretion which is accom- 
panied by an increase in blood urea and 
nonprotein nitrogen. Vision may be par- 
tially or completely destroyed. Nausea, 
vomiting, anorexia and convulsion fre. 
quently occur followed by an alarming loss 
of weight. 


Blood Picture 
The blood picture shows a rapidly de- 


veloping anemia and a terminal reduction 
of plasma proteins to 4.8 to 5.5 Gm. per 
100 cc. Urea nitrogen content of the blood 
is high and urea clearance considerably de- 
pressed. Usually observed also are a 
marked proteinuria and macroscopic hema- 
turia. 

Sleepiness overtakes the patient. Some 
patients may die in uremia, others of 
cardiac failure and some few of cerebral 
hemorrhage. Since the course is so rapid 
it is difficult to determine which condition 
finally brings on death. 


Differentiation 


It is necessary also to differentiate 
malignant hypertension from renal failure 
and terminal glomerulonephritis. Patients 
with Bright’s disease do not die so quickly 
as do those with malignant hypertension. 
Symptoms of heart failure appear less fre- 
quently and much later in the course of 
Bright's disease. The heart enlarges more 
slowly and the cardiac shadow is more 
globular or characteristic of dilatation 
rather than enlargement as shown by the 
left ventricle in the malignant syndrome. 
Left axis deviation and T wave and S-T 
segment changes are more common in the 
latter, showing evidence of myocardial 
damage. Nephritic patients are capable of 
tolerating a greater degree of renal ex- 
cretory loss since myocardial damage is not 
so severe. When renal failure accompanies 
malignant hypertension intraglomerular hy- 
drostatic pressure is above normal, arterio- 
lar constriction and afferent arteriolar 
sclerosis take place and result in a decrease 
in the flow of blood through the intact 
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tubular tissue. In some cases this con- 
striction may be so great that the greatly 
increased arterial pressure and constriction 
of the glomerular efferent arterioles may 
not show effect and the intraglomerular 
hydrostatic pressure appears normal or be- 
low normal. Hypoproteinemia occurs in 
such cases as it does in those with 
glomerulonephritis. Low rates of glomeru- 
lar filtration, tubular secretory capacity and 
a higher rate of proteinuria characterize 
terminal glomerulonephritis. The - renal 
function changes follow the structural 
changes in the kidneys. Survival of patients 
with this low level of renal excretory 
function is usually four times as long as 
those with renal failure associated with 
malignant hypertension. The history of the 
patient is of great importance since the 
course of Bright's disease is so character- 
istic.? 
Menopausal Hypertension 

Hypertension has been found to occur 
frequently during the menopause. How- 
ever, study of this condition has shown that 
loss of ovarian secretions is not the eti- 
ologic factor but rather that the condition 
is one of true essential hypertension. It is 
likely that the emotional upset of the 
menopause accentuates the condition. In 
such conditions estrogens such as stilbes- 
strol, in some cases supplemented with 
thyroid, have been found to restore 
control of the emotions with a subsequent 
reduction of arterial pressure. 


Psychosomatic Therapy 

A great deal is written today about 
psychosomatic medicine and the influence 
of the mind on the well-being of the 


body. Mental disturbances have been 
shown to play a part in hypertension as 
well. They can be considered as part of 
the cause or as an accompanying compli- 
cation. Emotional disturbances may also be 
a result of the disease. From studies which 
have been conducted evidence has been 
collected to show that in a large propor- 
tion of essential hypertension cases mental 
processes along with certain unknown 
neurohumoral agents bring on the condi- 
tion and once established, influence its 
progress. 
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The physician can learn much from the 
patient's life history which should be 
carefully searched for stresses of sex or 
insecurity. It is necessary also for the 
physician to use tact and wisdom in ex- 
plaining the condition to the patient. The 
patient’s intellectual approach to the 
disease is most important. 

It is not necessary and often harmful 
to have the patient stop work and rest 
completely. It is far more advisable to pre- 
scribe a regular schedule of work and rest 
such as a half-hour of rest before each 
meal and retirement at 10 P.M. The 
periods of rest need not be sleep periods 
but rather periods of relaxation in a re- 
cumbent position with no interruptions. 
Play should be considered a surcease and 
solace from work and may take many 
forms such as a hobby, some mild ex- 
ercise, Or participation in some social or 
community effort but it should not be too 
competitive and it should not be play in 
the line of business. 


Diet Therapy 


Two types of diets have been employed 
in the therapy of hypertension. The first 
type is that of low protein content with 
emphasis on the restriction of red meat 
and the second type is the salt-free diet. 
In both cases it is thought that such diets 
serve more by limiting the intake of food 
than by their actual content. Everyone has 
a tendency to consume greater quantities of 
beef than of chicken or fish and a salt-free 
diet is definitely unpalatable. It is possible 
that protein restriction limits the possi- 
bility of its action in increasing arterial 
tension. It is necessary, however, to restrict 
the protein with great care so as not to 
result in hypoproteinemia. In those cases 
where congestive heart failure is a possi- 
bility edema may be hastened by the 
mutual action of the hypoproteinemia and 
water retention. 

In some cases patients may be in a 
state of hyperadrenocorticalism and arterial 
pressure as well as cerebral symptoms may 
be increased by salt in the diet. However, 
there is some controversy over the use of 
salt-free diet in patients with essential 
hypertension. The action is believed to be 
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indirect rather than direct. 

In beginning a regimen of sodium de- 
pletion in cases of chronic hypertension 
accompanied by vascular damage the pa- 
tient’s symptoms and the blood urea level 
must be watched carefully. 

In those cases where the physician 
wishes to prescribe a salt-free diet but also 
desires to make the food as palatable as 
possible to the patient he may recommend 
the use of certain proprietary products 
which are used as salt substitutes. 

Some workers have felt that a rice diet 
provided some advantages but the available 
evidence is not conclusive as to whether 
such a diet is superior to one which 
includes wheat, barley, oats or buck- 
wheat.® 54 


Weight 

As the weight increases the arterial 
pressure may also increase. However, it is 
not considered as a cause of hypertension 
but rather as an irritating factor due to the 


Fig. 4. Electrocardiographic changes observed 
in patients with hypertensive heart disease. 


fact that it increases the work of the heart 
and circulation. The patient should be in- 


67 





structed to maintain his body weight at the 
ideal level as indicated in the standard 
tables unless the physician feels that some 
modification one way or the other would 
be better suited. A low caloric diet should 
be prescribed for the patient who is too 
heavy. Thyroid extract may be used in 
some cases of women who are also going 
through the menopause but generally it 
should not be freely used. In some cases 
where there is a suggestion of hypothy- 
roidism thyroid extract may be given in 
small doses over a long period of time. 
Fluid intake restriction in obesity is not 
thought to be advisable. Amphetamine is 
employed in obese cases but in the case 
of obesity with essential hypertension it is 
thought that it may have too great a 
pressor and cerebral stimulation.” 


Alcohol 


Alcohol in moderation is not thought to 
exert any great effect although in some 
patients it has been found to relieve the 
tension and cause a sense of well-being. 
For this reason a glass of sherry before 
dinner or a hot toddy before going to bed 
may be prescribed. However, if the patient 


has any fears concerning alcohol or the 
tendency to imbibe it to excess it is better 
to avoid its use. 


Tobacco 


In most cases of hypertension smoking is 
contraindicated since nicotine possesses a 
vasoconstrictor action and causes tachy- 
cardia and an elevation of the blood pres- 
sure. However, in some cases there is 
psychic tension which can be relieved by 
limited smoking. 


Coffee and Tea 


Use of coffee and tea, like alcohol and 
tobacco must be based upon the individual 
patient. Excess of coffee and tea in some 
patients will result in tachycardia, tremor, 
sweating and lightheadedness as a result 
of the caffeine content. Caffeine does pro- 
vide a transient vasodilation but it cannot 
be used therapeutically due to its cerebral 
action. 
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Insomnia , 

Insomnia in hypertension patients us- 
ually occurs as a result of anxiety rather 
than of the disease. The ideal therapy is to 
relieve the anxiety but this is not always 
possible. Sedative drugs may be necessary 
and when this is the case the proper one 
should be carefully chosen. A quick-acting 
barbiturate is useful in those patients hav- 
ing trouble in getting to sleep and if 
administered in enteric-coated form will 
be helpful to those who wake up t6o early 
in, the morning. The latter condition may 
also be treated with phenobarbital or 5- 
isoamyl-5-ethylbarbituric acid, long-acting 
barbiturates, in doses of 34, to 1!/, gr. one 
hour before going to bed. It may be 
necessary to administer sedative doses (1; 
to 1/5 of the dose necessary to induce 
sleep) during the day if the tension per- 
sists.© In some cases the full dose may be 
given once or twice during the day.’ 
Chloral hydrate in doses of 5 to 15 gr. 
has been found advantageous in some 
patients. Its action is rapid and it may be 
given in simple solution or in a mixture 
such as the following: 


Syr. Hydriodic Acid 
Potassium Bromide 
Chloral Hydrate 
Mucilage of Acacia 
Syrup of Orange 
Distilled Water q.s. ad 


This mixture is given in doses of 4 cc., 
1 to 3 times a day.? 

Insomnia is common in women with 
hypertension who are going through the 
menopause. It is usually due to an under- 
lying neurosis. Relief is obtained by ad- 
ministration of an estrogen such as stil- 
bestrol in oral doses of 0.2 to 1 mg. daily. 
If necessary a long-acting barbiturate in 
small doses also may be given. 

Bromides serve to lessen anxiety and 
worry and to quiet the patient. Due to 
the fact that they are slow-acting and that 
a concentration necessary to induce sleep 
cannot be achieved with one dose they are 
used primarily for prolonged sedation. 

Because hypertension is such a wide- 
spread disease with an indefinite etiology 
many drugs have been tried for their value 
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in its therapy. Some have even tried ex- 
tracts of mistletoe, watermelon seed and 
garlic and are recommending these. 


Nitrite Therapy 


The nitrites have also been used to 
lower blood pressure but this treatment is 
purely symptomatic and without any al- 
teration in the underlying pathology. The 
patient may even feel worse with the low- 
ered blood pressure. Treatment with 
nitrites is indicated if the patient is ex- 
amined early in the course of the disease, 
if there is a labile blood pressure, if there 
is danger of a cerebral vascular accident 
or hypertensive ie gpa a episode or 
if symptomatic relief is marked. The long- 
acting vasodilators such as erythrityl tetra- 
nitrate (orally, 15-30 mg. 3 times daily). 
sodium nitrite, (orally, 15-60 mg. every 
4 hours, mannitol hexanitrate (orally, 15- 
30 mg. 3 times daily) and nitroglycerine 
(0.1 mg. p.t.n.) should be used. In order 
to avoid tolerance to the drug periods of 
‘rest from the nitrites should be instituted. 
During these periods of rest sedatives may 
be used advantageously. 

Sodium nitrite is sometimes employed 
in combination with phenobarbital and cer- 
tain plant drugs such as Veratrum viride. 

Bismuth subnitrate was introduced in 
1930 as being of value in essential hyper- 
tension in doses of 1 Gm. ogally 3 times 
daily. Although the drug is converted in 
the intestine to nitrite which is slowly but 
continuously absorbed, clinical results 
have been somewhat disappointing. The 
nitrites are thought to be more advan- 
tageous.” 

A summarization of the status and dis- 
advantages of sodium nitrite and other 
nitrites and vasodilator therapy in general 
has been made by Weiss and Ellis.* In 
order for a vasodilator to satisfy the speci- 
fications necessary in the therapy of arterial 
hypertension it must have a constant, 
sustained action, should dilate the arte- 
tioles over all the constricted areas, should 
maintain the normal functions of the 
organs (especially heart and kidneys) and 
should not cause side-effects or unpleasant 
symptoms. Sodium nitrite is inconstant and 
transitory in its action and sometimes 
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causes severe eh goer symptoms and 
may depress renal activity. It may show 
some value in therapy of vascular crises 
but is of no value in routine daily therapy. 
In patients with renal insufficiency its use 
is irrational. 


Acetylcholine Therapy 


Both acetylcholine and  acetyl-beta- 
methylcholine were thought to possess 
some possible benefit in the therapy of 
hypertension. However, critical results have 
been discouraging. In fact acetyl-beta- 
methylcholine may cause untoward re- 
actions in hypertensive patients. 


Digitalis Therapy 

Some have recommended digitalis as a 
prophylactic for the prevention of ultimate 
heart failure, particularly in elderly 


patients with hypertension or cardiac en- 
largement.?® Although this field is prom- 
ising sufficient clinical data are not avail- 
able to determine the value of digitalis in 
such therapy. Best results are obtained with 
digitalis when heart failure occurs in hy- 
pertensive or arteriosclerotic hearts.® 


Thiocyanate Therapy 


The value of thiocyanate in the therapy 
of hypertension was recognized in 1903 
but in the intervening years it was dropped 
and now has returned to use again. The 
thiocyanate ion acts in two ways: (a) 
causes cutaneous and mucosal phenomena 
characteristic of iodism; and (b) relaxes 
smooth muscles similarly to the nitrites.® 
The second action is responsible for its 
use in essential hypertension in that by its 
relaxation of smooth muscle it brings about 
arteriolar vasodilation. It is also thought to 
reduce the basal metabolic rate. 

There is a great deal of controversy over 
the use of thiocyanates in the therapy of 
hypertension. Unfortunately they are toxic 
and should not be used without careful ° 
supervision and control by means of blood- 
level determinations.111? The serum level 
of thiocyanate which is considered safe is 
between 8 and 14 mg. per cent. Within 
this range there is a hypotensive action 
with mild toxic responses which become 
more severe above 15 mg. per cent. 
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The mild reactions observed in those 
patients with therapeutic concentrations in 
the serum include weakness, particularly of 
the arms and legs, fatigue, lethargy, aching 
and cramping in the calf muscles, and in- 
creased nervousness and irritability. Symp- 
toms of iodism such as coryza and a toxic 
dermatitis which may develop into a 
maculo-papular itching and scaling erup- 
tion are also noted. The eruption may be- 
come severe and exfoliative. There may be 
fever, edema of the face and marked in- 
toxication. Such symptoms may be noted 
during the first several weeks of treatment 
and may pass off even with continued ad- 
ministration of the drug. The dermatitis 
and eruptions usually clear up if the drug 
is withdrawn and may not recur when 
again administered. Libido may be de- 
creased in the beginning but this does not 
persist. There may be mild gastrointestinal 
disturbances such as pyrosis, abdominal 
pain, vomiting and diarrhea. 

Signs of toxic levels of thiocyanate are 
evidenced by nausea, vomiting, loss of 
appetite, slurring of speech in older 
patients followed by an unsteady gait, 
disorientation, hallucinations, mania and 
delirium. Exfoliative dermatitis is the most 


common skin manifestation whereas alo- 


pecia is not usually found. Painful pe- 
ripheral neuritis may also develop. In those 
patients with very excessive doses coma, 
convulsions and death take place. Angina! 
pain and cerebral thrombosis have been 
reported but it is not definite whether they 
are due to the medication or to the disease 
itself. 

There is controversy over whether or 
not long periods of thiocyanate admin- 
istration at safe levels cause toxic symp- 
toms. In some cases anemia, emaciation, 
muscular wasting and constant fatigue de- 
velop but some believe this to be a result 
of the progressive nature of the disease.'? 

Thiocyanate may also induce diffuse 
benign enlargement of the thyroid gland. 
Symptoms of hypothyroidism may also ap- 
pear and the basal metabolic rate is usully 
low. Low bloo diodine values and increased 
urinary excretion of thyrotrophic hormone 
in the inactivated form also have been 
found. Investigation has shown that forma- 
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tion of+thyroid hormone by the thyroid 
gland is blocked by thiocyanate.’* 

Thus the lower concentration of active 
thyroid hormone in the blood stimulates 
the anterior pituitary which in turn pro- 
duces an excess of thyrotrophic hormone 
which in turn causes the goiter. As a re- 
sult of the block, however, there is no in- 
crease in physiologically active thyroid 
hormone output. 

Administration of thyroid substance in 
doses of 0.1 and 0.2 Gm. on alternate days 
will relieve the goiter even though thio- 
cyanate therapy is continued. Thyroid sub- 
stance is capable of by-passing the block. 
Small doses of iodide may be given along 
with thiocyanate therapy to relieve any 
iodine deficiency which would predispose 
to thiocyanate goiter.” 

With proper care no toxic symptoms of 
severe nature should occur. Dehydration 
may cause an increase in concentration 
since the drug appears in the extracellular 
fluid. If toxic symptoms occur the drug 
should be discontinued and excretion hur- 
ried by giving orally large amounts of 
water and hypertonic saline intravenously. 

The dosage of thiocyanate varies with 
the patient. It is usually given in the form 
of the potassium or sodium salt, 0.2 to 
0.3 Gm. in two daily doses for a week 
when the serum level is determined and the 
dosage adjusted. This should be de- 
termined weekly until the proper level is 
found and then at intervals of 2 weeks, 
4 weeks and finally 6 weeks. The mainte- 
nance dose ranges from 3 to 21° doses of 
0.3 Gm. each week. The drug may be 
administered in flavored aqueous solution 
or in tablets. If the enteric-coated tablets 
are used the dose necessary may be greater 
than with the solution or plain tablets.’ 
Some state that the average dose is 0.3 
Gm. daily for 3 days and the maintenance 
dose 0.3 Gm. weekly to 1 Gm. daily.® 

The serum level will fluctuate from 
time to time thus making it necessary to 
continue the determination of the level at 
the intervals indicated. 

Selection of cases for thiocyanate therapy 
is important. Some limit the cases to 
grades 1 or 2 or only when headache is 
severe and intractable. Others believe it 
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should be used in all patients with no 
specific contraindications. The contraindi- 
cations upon which most agree include 60 
as the age level, severe cerebral or gen- 
eralized arteriosclerosis, severe depression 
of cardiac and/or renal function, angina 
pectoris, the malignant syndrome, and 
pregnancy toxemia hypertensions. Thio- 
cyanate appears to be of particular value 
in those patients with severe headache and 
pain brought on by anxiety and tension 
and in those whose diastolic pressure is 
high (115 mm. Hg or more) and show- 
ing no evidence of retinal arteriosclerosis.” 

Mercurial diuretics have been found to 
greatly increase the loss of sodium 
through the urine. Water diuresis is pre- 
ceded by sodium diuresis by 2 to 4 hours. 
By this method the daily sodium excretion 
may be increased 7 times whereas water 
excretion is only doubled. The loss of 
sodium may be hastened in patients with 
hypertension and in cases of heart failure 
with pulmonary congestion with pe- 
ripheral edema by administration of mer- 
curial diuretics. This may be helpful also 
in permitting a more liberal diet.1** One 
dose of such a drug is sufficient to elim- 
inate 4,000 mg. of sodium in patients 
without edema and 15,000 mg. in a week 
in those with edema. Since raw foods 
in the daily diet usually contain approxi- 
mately 30 to 300 mg. of sodium per 100 
calories and rice contains less than 8 mg. 
per 100 calories it is possible to com- 
pensate for the salt difference in the rice 
diet and one with a greater choice of un- 
salted foods by giving 2 injections weekly 
of a mercury compound. This may also 
be helpful to the individual who dines 
out occasionally. 

If the blood urea level is normal, diet 
and mercurial therapy for three weeks is 
relatively safe. The therapy is continued 
until the desired effect is obtained or un- 
til undesirable symptoms appear. If there 
is no fall in pressure it is unlikely that 
dietary restrictions will aid the patient but 
if it does fall it is then necessary to pre- 
scribe a regimen which will maintain the 
sodium devletion.** Fever or hot weather 
may necessitate less salt restriction. If 
tenal impairment occurs it is necessary to 
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restrict protein and in such cases rice has 
been shown to be more effective than 
wheat. Nitrogen equilibrium can only be 
attained with such a low intake of protein 
by means of rice.15» 


Kidney Extract Therapy 


The use of kidney extracts in the treat- 
ment of hypertension is still in the ex- 
perimental stage. Results have shown some 
promise but have been very erratic and 
accompanied by anaphylactoid reactions. 
They have been shown to lower blood 
pressure. 


Vitamin Therapy 


Both vitamin A‘ and vitamin C1* have 
been advocated in the treatment of hyper- 
tension as the result of encouraging reports 
in some cases. Vitamin A was given in 
doses of 100,000 to 2,000,000 units daily. 
It is claimed that arterial pressure was re- 
duced and some of the symptoms were re- 
lieved but it is generally conceded that 
vitamin A is not of value in this therapy 
except in some cases of great renal injury. 
Further investigations are necessary to 
establish better evidence for this. 


Rutin Therapy 


Some benefit is reported from the use 
of rutin in therapy for capillary abnormai- 
ity in hypertension. It is believed that 
apoplexy and retinal hemorrhage occur 
more frequently in hypertensive subjects 
with increased capillary fragility and 
permeability. In a series of cases rutin was 
given orally in doses of 20 mg. 3 times 
daily and tests for capillary fragility and 
permeability were repeated every six weeks 
tor as long as abnormal results were re- 
corded and every three months when 
normal. The dose of the drug was in- 
creased when the reading was abnormal 
and in some cases reached 400 mg. daily. 
After adequate dosage was continued 
long enough capillary fragility and per- 
meability usually became normal, thus les- 
sening the likelihood for development of 
apoplexy and retinal hemorrhage.’® 


Hesperidin 
Hesperidin methyl chalcone (a flavone 
vi 








glucoside with vitamin P activity) is also 
employed in the treatment of increased 
capillary permeability in patients with 
hypertension. In a series of cases doses of 
250 to 500 mg. of this drug were given 
three times daily and the normal state was 
restored in 1 to 2 months. In another group 
a dosage of 10 mg. three times daily was 
effective. In some cases where potassium 
thiocyanate was used there occurred cuta- 
neous ecchymoses or retinal hemorrhages 
and increased petechial indexes. Since this 
drug may predispose to apoplexy and other 
hemorrhagic complications it was found 
wise not to administer it unless capillary 
permeability was normal or had been re- 
stored to normal with vitamin P. 


Posterior Pituitary Therapy 

It is possible that the pressor principle 
of posterior pituitary may be concerned in 
the etiology of vascular hypertension. In 
essential hypertension there is a prolifera- 
tion of basophilic cells which are thought 
to be concerned with the formation of this 
principle. However, these adenomatous 
cellular accumulations are also present 
when abnormally high blood pressures are 
absent.*? 

Nephrectomy 

Because the kidneys are believed to play 
an active part in essential hypertension 
nephrectomy has been employed to relieve 
the condition. This operation is a very 
complex affair and should not be over- 
simplified.? 

Following animal experiments which 
showed that it might possess some value 
nephrectomy became quite popular in the 
treatment of hypertension but since has 
lost some of its widespread usage. It is 
necessary in selecting patients for — 
rectomy to carefully consider many fac- 
cars,*°"=* 


Sympathectomy 

Investigation of surgical methods for 
treatment of hypertension led to the use of 
sympathectomy because it was thought to 
have a specific effect since hypertensive 
individuals are believed to have a high 
degree of peripheral resistance which is 
related to constriction of the splanchnic 
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arterioles. Since circulation through the 
extremities is not increased the vasocon- 
striction is believed to be generalized. 
Various workers used different methods 
with divergent results.1° One used a sub- 
diaphragmatic sympathectomy??** — and 
another used a supradiaphragmatic sym- 
pathectomy.**”> Other methods also 
have been used** and one particularly 
was found to lower the blood pressure 
to normal levels which were maintained 
for several years following the opera- 
tion.?”?§ One worker used total sym- 
pathectomy with some success but this 
operation is still highly experimental.” 

The patients must be carefully se- 
lected and thoroughly examined. Deter- 
mination of the blood nonprotein nitro- 
gen, total serum proteins, P.S.P. excre- 
tion tests, Fishberg concentration tests, 
and intravenous excretory urograms 
will show the functioning of the renal 
apparatus. The heart should be exam- 
ined and studied by means of x-ray, 
electrocardiograms, | venous _ pressure, 
vital capacity and circulation time 
studies. It is necessary that the blood 
pressure be taken frequently during 
the day so that any sympathetic nervous 
system overstimulation can be ob- 
served. This is done while the patient 
is lying, sitting and standing and 30 and 
60 seconds after immersion of the hand 
in water at 4°C. for one minute.* 
The sodium salt of 5-isoamyl-5-ethyl- 
barbituric acid in doses of 0.2 Gm. is given 
at 7:00, 8:00 and 9:00 P.M. and the 
blood pressure carefully observed every 
hour. Best results of sympathectomy were 
observed in those patients in whom the 
blood pressure fell and the pulse pressure 
was less than or equal to one-half the dias- 
tolic pressure following. this procedure. 
When the pulse pressure was 20 mm. or 
more in excess of one-half the diastolic 
pressure the results of sympathectomy were 
poor. If eye-ground changes were mini- 
mal and no evidences of renal or heart 
failure noted results were even better. In 
most cases headache and other similar 
symptoms were relieved, cardiac and renal 
function were improved and abnormalities 
in the fundi disappeared.*® It is prob- 
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lematical whether or not the fall in blood 
pressure will be significant. 

Other tests have been used such as ad- 
ministration of 1/4 gr. doses of sodium 
nitrite every hour for 6 hours or intra- 
venous injection of pentothal sodium but 
these had no advantage over the test de- 
scribed.” 

As a result of sympathectomy biopsy 
of kidney tissue has revealed that more 
than half of over 1000 patients showed 
no morphologic evidence in the kidney 
which would account for the hypertension. 
Thus it can be concluded that although 
renal vascular disease is an end-result of 
hypertension it is not necessarily the sole 


cause. From the evidence of the biopsies 
it is possible that the important factor 
may be vasoconstriction mediated through 
the sympathetic nervous system and begun 
by some humoral, chemical or unknown 
mechanism. Thus it is logical to employ 
thoracolumbar sympathectomy to interrupt 
the cycle.%! 52 

However, as stated previously, the cases 
should be studied thoroughly and the opera- 
tion undertaken in patients who suffer 
headache and in whom hypertension is 
overtaxing the capacity of the heart or kid- 
neys for months or years. It is contraindi- 
cated in patients over 50 years. 
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forms, associated with bacterioscopic tests, 
as for instance the leprolin test, histo- 
pathological findings and other means of 
which we can avail ourselves, in cases in 
which the clinical examination is not 
enough to determine a diagnosis or prog- 
nosis of leprosy. 
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The Evolution of Inguinal Hernia Surgery 


DeWitt Stetten originally described his 
inguinal hernioplasty technique in 1920 
(Annals of Surgery 71:745), following 
this up in 1923 (Annals of Surgery 78:- 
48) with a paper covering minor changes 
“suggested by experience and adopted to 
simplify and improve the operation.” The 
outstanding feature of the Stetten opera- 
tion is the complete ‘utilization of the 
aponeurosis of the external oblique for 
the actual hernial repair. It aims to insure 
a solid fascia to fascia union by the over- 
lapping of the lower flap of the aponeu- 
rosis on the upper flap after preliminary 
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removal of all fat before suturing. 

The subcutaneous placing of the cord, 
on the aponeurosis of the external oblique, 
permits effective utilization of the aponeu- 
rosis instead of its use as an “ineffective, 
superfluous, and not infrequently injurious 
covering of the cord.” Since the Stetten 
technique tends strongly to prevent re- 
currence, theoretical objections to the 
subcutaneous position of the cord have 
not been taken too seriously by its creator, 
who at this writing, 1948, still finds it 
highly successful, ‘‘with recurrence prac- 
tically reduced to zero.” 








International Surgical Assembly 


The Sixth International Assembly of the 
International College of Surgeons will be 
held in Rome, Italy, at the invitation of the 
Italian Government, during the week of 
May 16-23, 1948, under the presidency of 
Professors Raffaele Bastianelli and Raffaele 
Paolucci of Rome, and Mario Dogliotti of 
Turin. The Secretary of the Assembly is 
Prof. Giuseppe Bendandi of Rome. Attend- 
ance is not limited to the membership of 
the College: all surgeons in good standing 
in their medical organizations are invited. 
Scientific meetings, scientific and commer- 
cial exhibits, visits to the Universities of 
Turin and Milan have been arranged, to- 
gether with tours to other medical centers 
in Europe. A special exhibit of ancient 
texts on surgery is being arranged by Prof. 
Davide Giordano of Venice, Honorary 
President, under the active presidency of 
Prof. Adalberto Pazzini, hates of His- 
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tory at the University of Rome. This ex- 
traordinary exhibit dealing with ancient 
surgery will be on display in the Vallicel- 
liana Library in one of the historical build- 
ings of the Vatican. Detailed information 
may be obtained from Dr. Max Thorek, 
General Secretary, 850 Irving Park Road, 
Chicago 13. For travel information, ad- 
dress the All Nations Travel Bureau, 48 
S. Dearborn Street, Chicago, the official 
travel representatives for this Assembly. 
Those desiring to present scientific papers 
address Dr. Karl Meyer, Cook County Hos- 
pital, Chicago; Dr. Henry W. Meyerding, 
Mayo Foundation, Rochester, Minnesota; 
or Dr. Herbert Acuff, Acuff Clinic, 514 W. 
Church Street, Knoxville, Tennessee. Those 
from Canada should direct their inquiries 
to Dr. Lyon Appleby, 925 W. Georgia 
Street, Vancouver, B. C. 
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Fig. 1. Interrupted sutures 

fasten the internal oblique 

muscle and the conjoined ten- 

don under Poupart’s ligament, 

The first suture should be left 

long as a guide for the next 
suture line. 


Fig, 2. Two or three 

interrupted sutures 

are placed lateral to 
the internal ring. 
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Fig, 3. The upper flap of 

the aponeurosis is sutured to 

Poupart’s ligament with two 

continuous sutures, beginning 
at the lateral end. 


Fig, 4. The lower flap 

of the aponeurosis is di- 

vided opposite the exit 
of the cord. 


Fig. 5. The divided lower flap is 
overlapped upon the upper flap of 
the aponeurosis, One short con- 
tinuous suture runs from the angle 
at the point of division of the 
outer part of the flap to the lateral 
angle; another runs. from the angle 
at the point of division of the 
inner part of the flap to the medial 
angle, Finally, two mattress su- 
tures are placed near each free 
edge of the divided portions of the 
lower flap, fixing them on the 
upper flap of the abvoneurosis, the 
lower mattress suture on either side 
coming close to Poupart’s ligament 
and including almost the free edge 
of the upper flap. 


76 MEDICAL TIMES, FEBRUARY, 1948 





CANCER 
Serial Surveys of Current Concepts 


and Activities 


Department Edited by 


John Mumford Swan, M.D., F.A.C.P. 
Rochester, N. Y. 


Cancer of the Stomach 


The April number of the Journal of the 
National Cancer Institute (7:299-424) 1s 
devoted to the publication of the papers 
read and discussed at a Conference on 
Gastric Cancer sponsored by the National 
Advisory Cancer Council and the United 
States Public Health Service, and held in 
Billings Hospital of the University of 
Chicago, December 5 and 6, 1946. 

The Surgeon-General of the United 
States Public Health Service, Thomas Par- 
tan, M.D., addressed the meeting, outlin- 
ing the plans of the United States Public 
Health Service for encouragement of re- 
search studies. Two and one-half million 
dollars are available for grant-in-aid funds 
from the appropriation for general health 
to State health agencies for programs of 
cancer control, particularly better educa- 
tion about cancer to the medical profes- 
sion and the lay public, the establishment 
and maintenance of cancer-detection clin- 
ics, laboratory service for tissue diagnosis, 
and cancer treatment centers. He cautioned 
the workers on the cancer problem not 
to hold out the hope that “money alone 
will produce the pF result.” 

There are twenty-one papers, many of 
them reporting studies of a clinical na- 
ture, such as Dr. Rhoads’ “Studies of Pa- 
tients with Gastric Cancer,” Dr. Pack’s 
“Radical Surgical Treatment of Gastric 
Cancer,” Dr. Benedict's ‘Observations on 
Gastric Atrophy after Liver Therapy,” Dr. 
Rigler and Dr. Kaplan’s ‘‘Pernicious Ane- 
mia and Tumors of the Stomach,” the pre- 
liminary report of Dr. Kelsey and Dr. 
Brunschwig’s ‘Concentration of Quinine 
in. Gastrointestinal Cancers,” Dr. Papani- 
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colaou and Dr. Cooper's study of the “Cy- 
tology of the Gastric Fluid in the Diag- 
nosis of Carcinoma of the Stomach’; the 
“New Technique for Studying the Cytol- 
ogy of Gastric Aspirates in Man” by Dr. 
Hollander, Dr. Hess, and Dr. Sober; the 
paper entitled ‘Gastric Acidity before 
and after the Development of Carcinoma 
of the Stomach,” by Dr. Comfort, Dr. 
Kelsey, and Dr. Berkson; ‘The Role of 
Cancer-Prevention Clinics in the Detec- 
tion of Early Gastric Cancer,” by Dr. 
Dailey. 

“An Attempt to Identify Likely Pre- 
cursors of Gastric Cancer” by Dr. State, 
Dr. Varco, and Dr. Wangensteen; Dr. 
Templeton’s paper on ‘Gastric Carcinoma: 
Can an Increased Diagnostic Accuracy 
Greatly Improve Survival Rates?’’; Marie 
Ortmayer’s paper on “Biologic Character- 
istics of Nonpalpable, Nonsymptomatic, 
Solitary Polyps of the Rectum’; and Dr. 
Schiller’s contribution entitled “Criteria 
for the Diagnosis of Malignancy in 
Rectal Polyps” show that the problems 
are being attacked from the clinical angle 
in man (both men and women), as well 
as from that of pure research on labora- 
tory animals. 

The studies came from all parts of the 
country, the Memorial Hospital in New 
York, N. Y.; the University of Chicago; 
the Massachusetts General Hospital; Yale; 
Cornell Medical College and New York 
Hospital; Mt. Sinai Hospital, New York; 
N. Y.; University of California Medical 
School, San Francisco; the Mayo Clinic, 
Rochester, Minnesota; the University of 
Minnesota Medical School, Minneapolis; 
Seattle, Washington; Women and Child- 
ren’s Hospital, Chicago. 
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This is a ‘‘trend” which we think it 
pursued along the same lines will increase 
the likelihood of some definite improve- 
ment in the results from the treatment of 
cancer now available. 

Dr. Rhoads reminded those present that 
“for five years there has been in progress 
at the Memorial Hospital (New York, 
N. Y.) and, more recently, at the Sloan- 
Kettering Instiute an intensive biochemi- 
cal study of patients with gastric cancer. 
The frequency of the disease, the low 
rates of cure using surgical methods, and 
the major nature of the surgery involved 
provide adequate reason for an active 
investigative effort. Nevertheless, in spite 
of the ample evidence that precise clini- 
tal studies under controlled conditions are 
useful, little work of this type has been 
done on patients with neoplastic disease.”’ 

The paper is a report of the work on 
a group of patients with gastric cancer 
undertaken because of the high incidence 
and poor cure rate of gastric cancer. It 
has yielded results which have helped de- 
crease postoperative mortality and mor- 
bidity and have increased the scope of 
resectability. ‘Besides his practical gain, 
the studies have provided new knowledge 
of the systemic disease occurring in pa- 
tients with gastric cancer. Whether this 
disturbance is of etiologic importance re- 
mains to be determined.” 








Dr. Pack pointed out that “the greatest 
margin for error in reporting end results 
of the treatment of gastric cancer may be 
found in the classification by the reporter 
of any given cancer of the stomach as op- 
erable or inoperable. The difficulty in 
correcting this fault is apparent when one 
realizes that three variable factors inter- 
play in the pronouncement by any given 
surgeon that any cancer of the stomach is 
inoperable, viz.: (1) The condition of the 
patient as regards his age, the coexistence 
of degenerative diseases, and the compli- 
cations attendant on the presence of the 
cancer; (2) the extent of the disease, i.e., 
the degree of involvement of the stomach, 
the extension to and incorporation of 
neighboring viscera by the cancer, and 
metastases to regional and distal sites; and 
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(3) the surgical philosophy, moral point 
of view, courage, and experience of the 
surgeon. In the large group of patients 
found to have generalized metastases or 
diffuse involvement of the liver and peri- 
toneal lining, the recognition and accept- 
ance of inoperability is obvious to any 
physician, but there are too numerous 
other instances in which the definition of 
inoperability may be subjected to careful 
evaluation, criticism, and even condem- 
nation.” 

Dr. Pack concludes: “Improvement in 
end results in treatment of gastric cancer 
may be attributed to a greater awareness 
on the part of the general public, im- 
proved facilities for the diagnosis of can- 
cer, a wider application of surgical re- 
section by an increased number of sur- 
geons, who are performing the operations 
in numerous hospitals throughout the 
United States, and finally by the intro- 
duction of extremely radical surgical pro- 
cedures, of three types, namely, removal 
of the organs adjacent to the stomach 
that are involved by contiguity with the 
cancer, total gastrectomy when the cancer 
involves the major part of the stomach, 
and transthoracic, transdiaphragmatic car- 
diectomy for cancers involving the gastric 
cardia. Although the operative mortality 
for the major procedures is greater than 
for the simple subtotal gastrectomy, the 
number of total patients salvaged from 
those having the Susen is inevitably in- 
creasing. Added to this are the advantages 
accruing from a better appreciation of 
proper preoperative and postoperative 
care of the patient and from a more widely 
disseminated knowledge of metabolic dis- 
orders coincident with and related to gas- 
tric cancer.” 





“Observations on Gastric Atrophy after 
Liver Therapy,” Edward B. Benedict (p. 
$22). 

This paper contains a report of the re- 
sults of a study of eight patients with per- 
nicious anemia who have come to autopsy 
in recent years. Five of these had had no 
liver therapy. The other three had te- 
ceived liver therapy for 6, 91/,, and 14 
months respectively. All of these patients 
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had demonstrable gastric atrophy, and the 
one who had had liver for the longest 
period (14 months) also had a gastric 
polyp. 

Dr. Benedict draws the following con- 
clusions from his study: ‘Gastric atrophy 
is a definite disease of the stomach. It 
may be, in part, the result of an inflam- 
matory process or, in part, the result of a 
deficiency factor. The diagnosis of gastric 
atrophy during life can be made only by 
gastroscopy. Gastric atrophy may be local- 
ized or diffuse. As a localized process, it 
may occur with other diseases, such as 
ulcer or cancer, or mixed with other types 
of acute superficial or chronic hypertro- 
phic gastritis. As a diffuse process it may 
be idiopathic or in association with defici- 
ency diseases, notably pernicious anemia. 
By gastroscopy there is evidence that in 
some cases the gastric mucosa improves 
after prolonged, intensive liver therapy. 
Pathologic proof of ‘such improvement has 
so far been unobtainable. The high inci- 
dence of stomach tumors in gastric atrophy 
is borne out in this series. The possibility 
is also mentioned that in gastric atrophy 
there is an unusually high incidence of 
tumor formation elsewhere in the body. 
Additional statistical study would be neces- 
sary for confirmation. It seems reasonable 
to postulate that the maintenance of a 
normal healthy gastric mucosa is of some 
help in the prevention of tumors of the 
stomach. The question is raised whether 
a healthy gastric mucosa could conceiv- 
ably be of any protection against carcin- 
oma elsewhere in the body.” 








‘‘Pernicious Anemia and Tumors of the 
Stomach,” Leo G. Rigler and Henry S. 
Kaplan (p. 327). 

_ Statistical analyses reveal that perni- 
cious anemia and carcinoma of the stom- 
ach develop in the. same individuals more 
often than would be expected on the basis 
of chance alone and must, therefore, be 
etiologically related. Evidence pertaining 
to the nature of this relationship is still 
inconclusive but suggests that the two 
diseases are probably linked indirectly 
through the medium of some common fac- 
tor. Among the possible factors to be 
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considered are hereditary or constitutional 
tendencies, achlorhydria, gastritis, and 
liver therapy. 

“In contrast with the paucity of gastric 
tumors discovered in nonselective mass 
surveys, serial gastric examination of in- 
dividuals with pernicious anemia has 
yielded a very high incidence of benign 
and malignant epithelial tumors of the 
stomach. It is suggested that a search for 
other conditions etiologically related to or 
associated with gastric cancer is a neces- 
sary prerequisite to the establishment of 
practical, selective, mass surveys for the 
early detection of neoplasms of the 
stomach. 

“It seems desirable to effectuate a sim- 
ple, inexpensive, rapid method for the 
routine roentgen examination of the 
stomach in symptomless individuals. Fluor- 
oscopy alone, probably, results in a num- 
ber of errors. The combination of fluor- 
oscopy, ‘spot’ films, and a series of 
roentgenograms of the filled stomach is 
expensive and impractical on a very large 
scale. The possibility of utilizing some 
method of photofluorography or cine- 
roentgenography such as advocated by De 
Castro should be serivusly considered. 
(See Sao Paulo Medico, July, 1941, p. 
81.) 








“Concentration of Quinine in Gastro- 
intestinal Cancers (Preliminary Report,” 
F. E. Kelsey and A. Brunschwig (p. 355). 

It has been shown that quinine is selec- 
tively concentrated, after oral or intrave- 
nous administration, in the pancreas, 
spleen, lung, liver, and kidney; and the 
studies show that it is generally localized 
in cancer tissue to a greater extent than 
in the corresponding normal tissues. It 
is suggested that the extent of concen- 
tration in gastro-intestinal cancers may be 
measured. 








“The Cytology of the Gastric Fluid in 


the Diagnosis of Carcinoma of the 
Stomach,”” George N. Papanicolaou and 
William A. Cooper (p. 357). 

The authors describe their method of 
examining aspirates from the stomach for 
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the occurrence of desquamated cancer cells 
in the fluid, after the method described 
by the senior author in cases of cancer 
of the uterus. The gastric fluid may con- 
tain cells derived from the mouth, the 
esophagus, and the respiratory tract. The 
identification of cancer cells depends upon 
abnormalities involving the cell nuclei. 
The nucleus is enlarged out of propor- 
tion to the size of the cell. Mitoses and 
unequal fragmentation, hyperchromasia, 
and large and atypical nucleoli are also 
found. 


+ 


In 137 examinations, 111 were nega- 
tive, sixteen were suspicious, and ten 
were positive. Of the ten cases reported 
positive, two are of particular interest. One 
of these was a lesion of the cardiac end 
of the stomach from which two negative 
x-ray reports had been received. The other 
occurred in a patient who was reported 
to have a gastric ulcer, after x-ray study 
and by the gross pathologic appearance. 
In the latter, only on microscopic study 
was a small cancer seen in one quadrant 
of the ulcer. —To be Continued 


GENERAL PRACTICE 


individuation Versus the Totalitarian Principle 
of Medical Care in a Democracy 


In order properly to implement indi- 
viduation as against the totalitarian prin- 
ciple of medical care in a democracy we 
must have a greatly increased number 
of qualified general practitioners. There 
should be a ten-year moratorium on the 
production of specialists. 

Group practice could have a disquiet- 
ing phase. We suppose the layman thinks 
of himself as the future recipient in a 
group clinic of a great array of specialized 
skill directed at and focused upon his 
personal, individual problems. 

The prospective recipient may see only 
a mirage. Group practice may yet imply 
too often not a group (doctors) and an 
individual (the patient), but an individ- 
ual (a medical pedagogue) and a group 
(patients en masse). That is to say, the 
individual may find himself or herself 
dealt with along with a mob of psycho- 
neurotics or expectant mothers, as the case 
may be; this would be something worse 
than the well known old assembly line, 
which after all does deal briefly with in- 
dividual parts as they come along. 

The psychoneurotics et al. may find 
themselves engaged in “class” indoctrin- 
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ation drills (learning the multiplication 
table technique) in the principles in- 
volved; the expectant mothers may find 
themselves regimented along prenatal 
lines. This large-scale sort of “group” 
practice nearly got started before the late 
war, and the war greatly stimulated the 
trend. The pressure of patients and the 
shortage of medical personnel directly fa- 
vored this flouting of human personality 
and dignity. That absolute capitulation did 
not occur is gratifying. 

Here is one point where the group, if it 
is ever to function properly, must use 
many qualified practitioners in order to 
deal democratically with intelligent indi- 
viduals, respecting them as such. In try- 
ing to do too much without the help of 
general practitioners our diplomates, Pooh- 
Bahs and Brahmans will be stultifying 
themselves and exploiting their patients. 

So there can be more than one kind of 
“group” practice. The goose-stepping, to- 
talitarian brand is what we hope to see 
prevented. 

If we are to have more group practice 
let’s ‘be sure to humanize it in this re- 
gard. 
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CONTEMPORARY PROGRESS 
SURGERY 


Wound Disruption and 
Early Ambulation 


J. C. Burch and C. F. Bradley (Annals 
of Surgery, 125:768, June 1947) com- 
pare the incidence of wound disruption 
in 856 cases in which abdominal opera- 
tion was done and early ambulation was 
not employed with two groups of cases 
in which early ambulation was em- 
ployed. In the first early ambulation 
group, there were 1908 abdominal op- 
erations done at Brooke General Hos- 
pital; while the majority of the patients 
in this group were young soldiers, there 
were “‘a very sizable number” of women, 
veterans, retired personnel and children. 
The second early ambulation group con- 
sisted of 138 private cases. In the group 
in which early ambulation was not em- 
ployed, wound disruption occurred in 9 
cases, or 1.05 per cent; in 726 opera- 
tions with the incision in the lower ab- 
domen there were 3 wound disruptions 
(0.41 per cent); and in 129 incisions in 
the upper abdomen there were 6 wound 
disruptions (4.65 per cent). In these up- 
per abdominal operations a vertical in- 
cision was used in 75 per cent of the 
cases, and all the wound disruptions oc- 
curred in this group. In the Brooke Gen- 
eral Hospital series of 1,908 cases of 
early ambulation wound disruption oc- 
curred in one case in a group of 83 op- 
erations in the biliary tree; this disruption 
was precipitated by intractable hiccough. 
The incision in this case was a right- 
Singleton; interrupted cotton sutures were 
used to close the fascia; and continuous 
catgut sutures reinforced with interrupted 
cotton to close the peritoneum. In the 
authors’ series of 138 private cases 53 
per cent of the patients were ambulant 
on the first postoperative day, 31 per 
cent on the second day and 15 per cent 
on the third day; there was one cgse in 
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this series listed as a wound disruption, 
but in this case there was no dissolution 
of the suture line, but eventration of the 
intestine occurred adjacent to a colostomy. 
These findings show that early ambulation 
does not impair wound healing or in- 
crease the danger of wound disruption, 
rather that wound healing is improved. 
The value of transverse or muscle-split- 
ting incisions is also indicated, as this 
was the type of incision most frequently 
employed in the Brooke General Hospital 
series and in the authors’ series. The 
method of closing the wound, especially 
the peritoneum, is of primary importance; 
the authors have found interrupted cotton 
sutures through the peritoneum, fascia 
and skin give the best results. The satis- 
factory wound healing following early am- 
bulation after operation may be attributed 
in part to the better nutrition of the pa- 
tient, and in part to the reduction in 
the incidence of such complications as 
vomiting, cough, distention and urinary 
retention which are factors in causing dis- 
ruption. The authors conclude that early 
ambulation is “‘a safe procedure of great 
benefit to the patient.” 


COMMENT 


This review of clinical experience with the 
postoperative early ambulation routine is in- 
teresting and valuable. It dissipates any fear 
that early ambulation will result in an increase 
in the incidence of wound dehiscence. It 
proves quite the opposite, i.e., lower incidence 
of that dread complication and better and 
final wound healing. Experimental research 
in animals has brought out the same facts con- 
vincingly. It is my own opinion, based on 
personal experience, that the use of non- 
absorbable sutures, except in those few cases 
in which steel wire has been considered a 
must, is not altogether essential in the closure 
of wounds. The use of catgut in wound clo- 
sure does not contraindicate early ambulation 
nor are wounds closed with this suture mate- 
rial more likely to “burst,” provided the same 
meticulous care is shown in dealing with the 
wound as would be the case in closing with 
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non-absorbable sutures. I refer to complete 
asepsis, delicate handling, satisfactory anes- 
thesia, hemostasis, careful suturing, selecting 
material no stronger than necessary to serve 
the purpose of tissue approximation, etc. As 
a matter of fact it is generally accepted that 
in the absence of infection and with the 
assurance of good technique, wound burst, 
when it occurs, is most often due not to type 
of suture material, but to factors associated 
with dehydration, malnutrition, anemia, ca- 
chexia, hypoproteinemia, sepsis and general 
debility. These conditions may be readily 
recognized prior to operation and may be 
remedied by modern methods of therapy. 
The authors are justified in advising the 
use of transverse abdominal incisions when 
possible. They have found that the incidence 
of wound burst and 





and the clinical course. There were 109 
men and 16 women patients in the series, 
the high proportion of males correspond- 
ing to other reported series of bronchio- 
genic carcinoma. The most frequent symp- 
toms noted were cough, pain and hemop- 
tysis; in some cases there were no local- 
izing symptoms, but general weakness and 
loss of weight; in a few instances metas- 
tases caused the first symptoms, which in 
6 instances were cerebral. The ages of the 
patients ranged from thirty-four to 
seventy-nine years, the highest incidence 
being in the sixth and seventh decade of 

life, the average 





postoperative her- 
nia is very low 
when transverse in- 
cisions are used, 
Finally, early 
ambulation after 
operation is simply 
another step for- 
ward in the post- 
Operative program 
of early mobiliza- 
tion of the opera- 
tive patient. Its 
stated purpose is 
the elimination of 
postoperative com- 
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Carcinoma of the Lung— 
A Six Year Study 


G. H. Humphrey II (Bulletin of the 
New York Academy of Medicine, 23:00, 
June 1947) reports a study of 125 cases 
in which the diagnosis of bronchiogenic 
carcinoma was made at the Presbyterian 
Hospital between January 1, 1940 and 
December 31, 1945. In 103 cases the 
diagnosis was proved by microscopic ex- 
amination and in 22 it was made on the 
basis of x-ray and bronchoscopic findings 


found to have 
extensions of the growth the rendered 
resection impossible. Resection was done 
in 29 cases; pneumonectomy was done in 
17 cases, lobectomy in 4 cases; resection of 
portions of the chest wall (and in one case 
a large portion of the pericardium also) 
with a lobe in 7 cases; in one case chest 
wall resection with pneumonectomy. Thirty 
nine cases of the entire series were not 
followed up; 26 of these were given only 
symptomatic treatment. while in the hos- 
pital,eand 13 given radiotherapy; all these 
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patients had advanced lesions and were 
failing rapidly when discharged, so it is 
assumed that they have died. Of the 44 
patients followed up, 5 were given no 
specific treatment; the average duration 
of life in this group was less than two 
months, but 13 of these patients were ad- 
mitted as terminal cases; 2 patients, both 
with squamous cell epithelioma, —sur- 
vived more than a year. Radiation therapy 
alone was employed in 30 cases and 3 
other patients were given radiation ther- 
apy after an inoperable tumor had been 
found at operation. The average duration 
of life after rediation was 6.5 months; 
definite palliation, and probably prolong- 
ation of life, was obtained in some of 
these cases. Of the 13 patients operated 
on but not resected one died postopera- 
tively; the average duration of life in the 
remaining cases was 5.5 months. Of the 
29 patients with resection, 9 died post- 
operatively; of the 20 surviving operation 
14 died of metastatic nodule in the liver; 
one died of cancer of the larynx nearly 
two years after operation; one showed 
evidence of mediastinal metastases, and 
was failing rapidly when last seen. These 
17 patients showed definite palliation 


after operation; the average length of 
life was 15.8 months. Three patients are 
living without evidence of metastases, 
three years or more after operation; all 
had squamous cell epithelioma removed 
by pneumonectomy. 


COMMENT 


This six-year study includes some interest- 
ing observations. The diagnosis of bronch- 
iogenic carcinoma should be evident after 
careful study of the clinical course, x-ray ex- 
amination of the lungs, bronchoscopy and 
microscopic examination of biopsy specimens 
and of bronchial mucous exudate. It is dis- 
quieting to realize that of 42 cases operated 
upon 13 proved inoperable because of exten- 
sive pathology, On the other hend the neces- 
sity for, and the advantage of, exploratory 
thoracotomy is emphasized and stressed by 
all chest surgeons. The modern surgical treat- 
ment of the intrathoracic lesions is making 
constant headway. Techniques are becoming 
standardized and results, both immediate and 
remote, are proving more favorable. It is of 
the utmost importance that we recognize 


MEDICAL TIMES, FEBRUARY, 1948 


these cases early, utilizing every diagnostic 
aid available. Early diagnosis of bronchio- 
genic carcinoma with prompt reference of the 
case to a competent chest surgeon will en- 
courage and stimulate the surgical specialist 
in this field and certainly insure more satis- 
factory results. It is noted that x-ray treat- 
ment has little or no place in the cure of 
this disease but it has proven of some benefit 
as a palliative remedy in inoperable cases. 
However, such cases must be carefully se- 


lected. 
T.M.B. 


Total Gastrectomy: 
Report of 89 Cases 


F. H. Smith (Surgery, Gynecology and 
Obstetrics, 84:402, April 1947) reports 
89 cases in which total gastrectomy was 
done at the Lahey Clinic; in all but a few 
of these cases there was a malignant gas- 
tric tumor, chiefly carcinoma. The dura- 
tion of symptoms before the patient was 
first seen at the Clinic was six months or 
less in more than half the patients, and 
three months or less in one-fourth. At 
the time of admission 66 patients showed 
loss of weight, 47 complained of pain; 27 
had anorexia; 26 nausea and/or vomiting; 
and 22 epigastric fulness and pressure. 
Loss of weight associated with various di- 
gestive disturbances is definitely sugges- 
tive of a malignant lesion in the gastro- 
intestinal tract, but none of the symptoms 
noted were specific for a gastric lesion. 
Gastric analysis showed no free acid in 
68.9 per cent of cases; in 89.6 per cent the 
free acid was 25 units or less. There were 
26 postoperative deaths in the entire 
series, a mortality rate of 29.1 per cent. 
Before 1942 the postoperative mortality 
rate for total gastrectomy was 41.3 per 
cent; in the 43 operations done from Jan- 
uary 1, 1942 to October 1, 1945, the 
postoperative mortality was 16.3 per cent. 
This marked decrease in postoperative 
mortality is due chiefly to four factors; 
increased surgical skill; better selection of 
cases; the new bacteriostatic agents; better 
preoperative and postoperative care with 
special attention to nutritional require- 
ments and management of pulmonary and 
cardiovascular emergencies. Of the 63 pa- 
tients who survived operation 34 were 
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known to have died by March 1, 1946; 
in the 35 cases in which the cause of 
death was known, metastases had oc- 
curred in 5.87 per cent. Twelve patients 
are living and free from signs of recur- 
rence three years or more (one eight years 
and five months) after operation. On the 
basis of their results the authors esti- 
mate that of patients that survive the op- 
eration of total gastrectomy, 50 per cent 
will live twelve months or more, 28 to 
38.6 per cent eighteen months; 16 to 
29.8 per cent, twenty-four moriths, and 9 
to 21.1 per cent three years or more. In 
the postoperative treatment of patients 
after total gastrectomy nothing is given 
by mouth for at least three days. A total 
of 1500cc. of 10 per cent glucose with 
vitamin B complex, vitamin C and 1000 
cc. of a protein digest are given on the 
first age erga day; if further fluid is 
required, blood, plasma or 10 per cent 


glucose is given; sodium chloride is not 
given in excess of the normal require- 
ments. The protein hydrolysates have been 
found to be of special value in maintaining 
the nutrition of patients after gastrectomy 
or other gastrointestinal surgery. 


COMMENT 


Too many patients suffering from gastric 
carcinoma come to surgery months and 
months after the onset of symptoms, It is true 
that a paucity of symptoms is characteristic 
of this disease and the clinical picture can 
and often does prove deceptive. However, 
weakness, loss of weight, anorexia, anemia 
and dyspepsia with some pain is highly sug- 
gestive and should demand x-ray investiga- 
tion, laboratory aid and possibly gastroscopy. 
The postoperative mortality, while yet high, 
seems to improve from year to year. The 
many factors responsible for this improve- 
ment are analyzed and discussed by the 
author. The operation, while extensive, when 
indicated is justifiable and well worth while. 
This is said in spite of the fact that of 63 
patients who survived operation only 12 were 
living and free from signs of recurrence three 
years or more after operation. Total gas- 
trectomy presupposes an extensive gastric 
lesion but it constitutes the only chance the 
patient has for comfortable living and recov- 
ery. Regardless of the dangers and difficul- 
ties associated with this major operative pro- 
cedure the modern surgeon is quite prepared 
to accept the challenge. He vroceeds to eval- 
uate the risk, aiming to rehabilitate his pa- 
tient and safeguard him during and after the 
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operative attack, and carries out a deliberate 
and well-planned operative procedure which 
satisfactorily removes the disease and restores 
alimentary continuity. 

T.M.B. 


A Comparison of Suture and 
Nonsuture Methods for the 
Anastomosis of Veins 


T. N. P. Johns (Surgery Gynecology 
and Obstetrics, 84:939, May 1947) re- 
ports experiments on dogs in which an- 
astomosis was done by suture between the 
proximal end of the splenic vein and the 
side of the renal vein, and between the 
proximal end of the splenic vein and the 
proximal end of the renal vein, and by 
the non-suture vitallium tube method be- 
tween the proximal end of the splenic 
vein and the proximal end of the renal 
vein. A higher percentage of functioning 
anastomoses was obtained with the suture 
method than with the non-suture vitallium 
tube method. The end-to-side anastomosis 
by suture gave 90 per cent good results; 
the end-to-end suture 72.7 per cent good 
results; while with the end-to-end anas- 
tomosis by the vitallium tube method, only 
17.2 per cent good results were obtained. 
The author concludes that in anastomoses 
where there is no tension on the suture 
line and no defect to be bridged, the su- 
ture method is preferable; but in cases 
when there is a deficit to be bridged or 
in which there is appreciable tension on 
the anastomosis, the vitallium tube 
method is of special value. 


COMMENT 


This article has to do with the evaluation 
of experience and results in vein anastomoses 
using suture and nonsuture methods. Con- 
siderable attention has been focused on sur- 
gery of the veins, particularly in regard to 
operations involving the splenic and the re- 
nal veins, such as are used in the venous shunt 
operations. It is interesting to note that the 
higher percentage of functioning anastomoses 
was obtained with the suture method rather 
than with the nonsuture vitallium tube 
method. However, the author states that 
there are occasions when the vitallium tube 
method may be the only feasible procedure 
which will meet the requirements of the indi- 
vidual case. He then proceeds to explain just 
what circumstances would require the use 0 
the’ nonsuture vitallium tube method, 

T.M.B. 
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UROLOGY 


The Use of a New Viscous Water- 
Miscible Contrast Medium 
Rayopake for Cystourethrography 


M. L. Brody and S. A. Robins (Journal 
of Urology, 58:182, Sept. 1947) report 
the use of a new contrast medium for 
cystourethrography in approximately 200 
adults and 50 infants and children. This 
medium (Visco-Rayopake) is made up of 
a radio contrast substance (2,4-dioxo-3- 
iodo-6 methyl tetrahydropyridine acetic 
acid); diethanolamine, which renders this 
organic acid soluble in water; and a poly- 
meric form of polyvinyl alcohol that 
renders the solution viscous. When the 
complete preparation is made up for use 
it contains about 50 per cent of the or- 
ganic radio contrast substance, about 17 
per cent diethanolimine, and 3 per cent 
of the “viscosity” base. This maximum 
tadio-opacity can be reduced by dilution 
with sterile water, and this is desirable 
when using this medium for children or 
thin young adults and for cystography. In 
the cases in which Visco-Rayopake was 
used, the roentgenograms were in all cases 
equal to and in most cases superior to 
those obtained with any other medium. 
This medium gives an excellent gradation 
of contrast and gives satisfactory shadows 
through the pelvic bones and the soft 
tissues of unusually muscular or obese 
patients. Rayopake does not form globules 
when mixed with water or urine, but re- 
mains homogeneous; this is especially im- 
portant in voiding urethrograms. Animal 
experiments have shown that Rayopake is 
of low toxicity when injected intrave- 
nously; this is of importance in urethrogra- 
phy, as urethrovenous reflex is a possible 
complication. In one of the authors’ cases 
the Rayopake entered the blood stream 
so as to outline the urethral blood vessels 
but this caused no reaction. Rayopake does 
not irritate the urethral or bladder mucosa; 
this is of importance not only for the 
patient’s comfort, but because pain caused 
localized spasm and may distort the 
urethral shadow. No complications of any 
kind were observed in the cases in which 
this confrast medium was used. 


MEDICAL TIMES, FEBRUARY, 1948 


C. E. Richards (Journal of Urology, 
58:185, Sept. 1947) reports the use of 
Visco-Rayopake for cystourethrography in 
54 cases. The medium used contained 55 
gm. 2,4-dioxo-3-iodo-6-methyl tetrahydro- 
pytidine-N-acetic acid, 18.92 gm. diethan- 
olamine, and 3.58 gm. of the polymeric 
form of polyvinyl alcohol per 100 cc. 
In the cases in which this contrast medium 
was used it was found to give better de- 
tail and sharper outlines than any other 
medium employed except possibly the 
iodized oils, and to be at least equal to 
them. It caused no local or generalized 
irritation and no toxic or allergic reac- 
tions. 


COMMENT 


Any medicine is of advantage which fulfills 
the claims made for this: great. visibility 
through obese patients; absence of globule 
formation; low toxicity and little or no irri- 
tation of the passages. VGH. 


Streptomycin In the Successful 
Treatment of Tuberculosis of the 
Urinary Bladder 


F. H. Redewill (Journal of Urology, 
58:35, July 1947) reports 2 cases of tu- 
berculosis of the bladder treated with 
streptomycin and penicillin. While peni- 
cillin has no effect on the tubercle bacil- 
lus, it has been found to enhance the 
bacteriostatic effect of streptomycin. In ad- 
dition to these antibiotics, other methods 
of treatment were employed in the au- 
thor’s cases, especially quartz light ther- 
apy, both general and local. Quartz light 
was applied to the bladder by a modifica- 
tion of a method described by Caulk and 
Everhardt for ultraviolet light; and in one 
case water-cooled quartz light was applied 
to the seminal vesicles and scrotum. One 
of the author’s patients was a woman, 41 
years of age; her tuberculous cystitis was 
of six months’ duration and there was no 
evidence of renal tuberculosis. Penicillin 
was given in a dosage of 100,000 units 
daily in oil and beeswax; streptomycin was 
given by injection in a dosage of 800,000 
units daily; and was applied locally by 
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iontophoresis, twice a week. ror ionto- 
phoresis a composition catheter and zinc 
top electrode were employed. The bladder 
healed in six weeks but iontophoresis with 
streptomycin was continued for a longer 
period. The patient was well six months 
after completion of treatment, and cys- 
toscopy showed the bladder to be normal 
except for a slight scar at the site of the 
former tuberculous ulcer. Sufficient time 
has not elapsed to establish a cure. In 
the second case, the patient was a man 
52 years of age, who had had an orchiec- 
tomy four years previously because of uni- 
lateral tuberculous epididymitis and orch- 
itis on the right side. He returned for 
treatment because of signs of involvement 
of the left epididymis and seminal ves- 
icle and symptoms of cystitis. There was 
no involvement of the testicle; but signs 
of incipient tuberculosis of the right kid- 
ney. The dosage of penicillin in this case 
was 100,000 units daily, and of streptomy- 
cin 1,000,000 units daily, in addition to 
streptomycin iontophoresis of the bladder 
twice a week. The penicillin and strep- 
tomycin were continued for six weeks, 
then after a week’s rest,.for another two 
weeks. The bladder healed in eight weeks, 
and there was no swelling or tenderness 
of the epididymis or seminal vesicle. The 
patient has remained free from symptoms 
and is working regularly, but, as in the 
first case, the period of observation is too 
short to establish a cure. The first patient 
showed no reaction to streptomycin; the 
second patient showed some disturbance 
of the eighth cranial nerve persisting for 
one week, and a slight rash for two weeks. 


COMMENT 

As always, new preparations have to be 
combined. When the enthusiasm for each 
has about spent itself and slowed down 
through the development of limitations we 
find two or more may be advisedly associated, 
This happens by finding one or more fields 
in which the one or the other is not particu- 
larly fruitful. Penicillin fails in the presence 
of the tubercle bacillus but adds to the bac- 
teriostatic effect of streptomycin. This is a 
great advance as it is so difficult to combat 
the tubercle basis at best. B.C.P. 


Hemolytic Reactions During Trans- 
urethral Prostatic Resection 


C. D. Creevy (Journal of Urology, 58:- 
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125, Aug. 1947) reports a case of a fatal 
hemolytic reaction in a patient after 
transurethral resection of 58 gm. of pros- 
tatic tissue with a blood loss of 600 cc. 
There was severe hemoglobinemia and 
uremia before death; at autopsy, the patho- 
logic findings in the kidney were similar 
to those observed in transfusion reactions. 
Similar reactions have been observed in 
other cases after transurethral resection; 
in most instances the patient recovered, 
but most of the author's fatalities have 
followed such reactions. Recently Emmett 
and Foley, independently, suggested that 
the hemolysis in such cases is due to the 
entrance of the sterile water used as ir- 
rigating fluid into the venous system. In 
a study of the plasma hemoglobin in 42 
controls after various surgical procedures 
(including surgical diathermy operations), 
neither the intravenous administration of 
fluid in the usual amounts nor surgical 
diathermy caused a measurable amount of 
hemolysis; the average plasma hemoglobin 
in these cases was 5.4 mg. per 100 cc. In 
9 cases after transurethral resection of the 
prostate with water as the irrigating agent, 
the average plasma hemoglobin was 59 
mg. per cent or more than ten times that 
of the controls. It was found that the use 
of 4 per cent glucose as the irrigating 
fluid in transurethral resection prevented 
such hemolysis. In 158 cases in which the 
glucose solution has been used, reactions 
of any type were very rare; none were of 
the hemolytic type. Both before and after 
the use of glucose, all patients have been 
given penicillin and sulfadiazine for sev- 
eral days after transurethral resection as a 
prophylactic measure against infection that 
might result from washing virulent bac- 
teria into the general circulation with the 
irrigating fluid. This measure alone did 


_not reduce postoperative morbidity or 


mortality before the use of glucose solu- 
tion as the irrigating fluid. The use of glu- 
cose solution has certain technical disad- 


vantages, including the fact that it renders - 


the medium a little hazy, impairing vision 
to some extent, but the surgeon soon be- 
comes accustomed to this. With diabetic 
patients, the postoperative blood sugar 
must be determined and an adequate in- 
sulin dosage employed. 
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COMMENT 


Here we have a factor of great importance. 
Sterile water in the circulation, especially after 
a blood-loss of 600 c.c, (a little over a pint), 
may in some cases result in a hemolytic re- 
‘ action. Whereas loss of a pint of blood is 
not excessive its results may be various. The 
water must at least catch up with that loss, 
before being increased in any way, 

V.C.P. 


Pencillin As An Aid To 
Prostatectomy 


J. G. Yates Bell (Lancet, 2,347, Sept. 
6, 1947) reports that at King’s College 
Hospital, London, since the routine use 
of penicillin before and after operation, 
there has been a reduction of the mortality 
in all cases of simple prostatic enlarge- 
ment from 11.3 to 3.1 per cent. Before 
penicillin was used cystostomy was done in 
36.9 per cent of all cases of prostatic en- 
largement with a case mortality of 15 per 
cent; since penicillin has been used, cys- 
tostomy has been employed in only 10.9 
per cent of cases with no case mortality. 
In patients admitted to the hospital with 
acute retention of urine, preferably with- 


out prior catheterization, an indwelling 
Tieman catheter is employed and slow de- 


compression carried out. Penicillin is 
given, 20,000 units every four hours for 
the first two days and then every six hours 
as long as the catheter is kept in situ. If 
any fever develops, the penicillin is given 


every three hours for a time in combina- 
tion with a course of sulfadiazine. The 
operation for removal or resection of the 
prostate (as indicated in each case) is 
done in ten to fourteen days, but only 
when the patient has been afebrile for a 
week; penicillin is continued after opera- 
tion until the catheter is removed, and 
longer if there is any rise in temperature. 
In cases in which removal of the gland 
is indicated, retropubic prostatectomy is 
usually done, with a transverse incision 
in the prostatic capsule. This is sewed up 
longitudinally, allowing a small rubber 
tube to be placed through its upper end 
into the bladder for twelve or twenty-four 
hours, in addition to the usual catheter. 
From the morning of the operation, peni- 
cillin is given, 20,000 units every four 
hours for two days, then every six hours 
until the catheter is removed. Suprapubic 
cystotomy is not done, unless attempts to 
pass a catheter fail in cases of acute reten- 
tion. 


COMMENT 


A consistent plan of preoperative care is 
always of great value in prostatic cases. 
Where one sees all bacteria disappear in 
cases of cystitis by the use of penicillin with 
or without sulfadiazine it is easy to under- 
stand the great value of it or of them in the 
preparation for operation. A reduction from 
11.3 to 3.1 per cent mortality speaks for 
itself and is a matter of great —- 

VCP. 


OTOLOGY 


Treatment of External Otitis: The 
Use of Vehicles and Antibiotics 
In the External Auditory Canal 


B. H. Senturia and John A. Doubly 
(Laryngoscope, 57:633, Oct. 1947) re- 
port in vitro studies of vehicles used with 
antibiotics in the treatment of external 
otitis, with special reference to the action 
of the vehicles on the therapeutic agents. 
It was found that water insoluble vehicles, 
such as lanolin, aquaphor, or hydrosorb, 
completely inhibited the antibacterial ac- 
tion of streptomycin, penicillin, or mix- 
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tures of the two against Staphylococcus 
aureaus, and that of streptomycin against 
a penicillin insensitive strain of pseudom- 
onas. The test organisms used had been 
isolated from cases of acute external otitis. 
When water soluble vehicles (gylcerin, 
catbowax and “‘carboprop”) were used 
with penicillin, streptomycin, or mixtures 
of the two, there was no inhibition of 
antibacterial action. An exception to this 
tule is propylene glycol which completely 
inhibited the antibacterial action of peni- 
cillin and was found to be incompatible 
with streptomycin. When streptomycin and 
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penicillin were both used with an aqueous 
vehicle, there was a definite potentiating 
antibacterial effect, indicating that such 
streptomycin-penicillin mixtures may be of 
value in the treatment of mixed infections 
and reduce the survival period of strep- 
tomycin or penicillin resistant strains of 
bacteria. It was found that oil vehicles, 
such as castor oil, olive oil, corn oil and 
mineral oil inhibited the fungicidal action 
of 2 per cent thymol, which was effective 
in 70 and 95 per cent ethyl alcohol against 
the three strains of fungi tested. This was 
not true of cresatin which had good in- 
hibitory activity against the same strains 
of fungi in either an oily or an alcohol 
vehicle. Various synthetic detergents which 
have been used to facilitate penetration of 
therapeutic agents into the skin—zephiran, 
phemerol, duponal C and aerosol—were 
found to have no inhibiting effect on the 
antibacterial action of penicillin, strepto- 
mycin, or streptomycin-penicillin mixtures. 
A few studies of the effect of various 
vehicles on ear wax were also made. It 
was found that water, 1 and 2 per cent 
saline solution and 1.5 and 3 per cent 
hydrogen peroxide cause rapid disintegra- 
tion of ear wax; alkaline preparations cause 
a slow and only partial disintegration; 
glycerine preparations and acidolate have 
only a surface softening action; castor oil 
has no disintegrating effect; propylene 
glycol causes a swelling of cerumen. The 
use of this latter vehicle would, therefore, 
be undesirable in ears containing impacted 
wax. 


COMMENT 


This is research work with probably very 
practical application. Further reborts on 
clinical — of these authors’ observa- 
tions should be very interesting. 


L.C.McH, 


Anesthesia for the Surgical 
Correction of Deafness 


S. G. Hershey and M. F. Jones (Ar- 
chives of Otolaryngology, 46:390, Sept. 
1947) describe a method of anesthesia 
employed by them for the fenestration 
operation. As in this operation most sur- 
geons use electrocoagulation to control 


soft tissue bleeding and a motor driven 
burr is employed to prepare the sclerotic 
mastoid cavity and define the semicircular 
canal, inflammable inhalant anesthetics 
cannot be employed. For much of the 
procedure light anesthesia is satisfactory, 
but for certain steps in the operation a 
surgical plane of anesthesia is necessary. 
The bleeding that is most troublesome to 
the surgeon in the fenestration operation 
is not arterial or capillary, but venous, 
from the haversian systems of the bone, 
hence no anesthetic agents must be used 
that will cause increased bleeding of this 
type. The method of anesthesia now em- 
ployed by the authors for the fenestra- 
tion operation, and found to give satisfac- 
tory results, is as follows: For premedica- 
tion, pentobarbital sodium 0.1 gm. is 
given orally two hours before operation 
and morphine sulfate 0.01 gm. and 
scopolamine hydrobromide 0.0004 gm. are 
given hypodermically ninety minutes be- 
fore operation; smaller doses are employed 
for elderly patients. For basal narcosis, 
solution of tribromoethanol U.S.P. (80 to 
90 mg. of tribromoethanol per kg. body 
weight) is given rectally thirty minutes 
before operation; the patient is brought to 
the operating room as soon as he becomes 
drowsy, so that oxygen can be administered 
to avoid the possible development of 
respiratory depression. Nitrous oxide, in a 
concentration of 50 to 75 per cent, ac- 
cording to the depth of anesthesia re- 
quired, is given throughout the operation 
by a semiclosed absorption to and fro 
technique; the concentration of nitrous 
oxide is carefully measured in order to 
avoid the hypoxic range. In the operating 
room, cocaine hydrochloride (4 per cent) 
is sprayed lightly into the patient's nostrils 
and with an oropharyngeal and a naso- 
pharyngeal airway gently inserted. Tri- 
bromoethanol U.S.P. was selected for basal 
narcosis for this operation because it de- 
presses systolic blood pressure, but not to 
a dangerous degree, and this aids in te- 
ducing bleeding. To avoid possible liver 
damage, the two meals preceding opet- 
ation are rich in carbohydrate, and a saline- 
dextrose infusion is given immediately 
after operation. 
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COMMENT 


These patients would appear to receive a 
barbiturate, morphine, scopolamine, tribro- 
moethanol, nitrous oxide, and cocaine preced- 
ing and during one surgical procedure. Sev- 
eral years ago a number of deaths were re- 
ported following the use of tribromoethanol. 
In each of those reported cases another nar- 
cotic had been used along with the tribro- 
moethanol. In our experience tribromoe- 
thanol for basal narcosis has been very useful 
in conjunction with the use of local anes- 
thetic agents. We are inclined to feel that 
the procedure outlined in the article above 
would be extremely hazardous, 

L.C.McH. 


Chronic Purulent Otitis Media 


M. M. Cullom (Archives of Otolaryn- 
gology, 46:137, Aug. 1947) presents 
statistics showing that chronic purulent 
otitis media has a high incidence not only 
in the United States but throughout the 
world. This disease is a cause of loss of 
health and economic efficiency to many 
persons, and also a cause of death through 
its intracranial complications. The author 
has long maintained that purulent sinusitis 
is the cause of chronic purulent otitis 
media in the great majority of cases. In 
cases of chronic aural discharge, roentgeno- 
grams of the sinuses show purulent sinusi- 
tis usually on the same side as the diseased 
ear. But in many cases the sinus disease 
has not caused symptoms that have led to 
the examination of the sinuses previously. 
In recent years the author has treated 
chronic purulent otitis media associated 
with chronic purulent sinusitis, as shown 
by the roentgenograms, by surgical drain- 
age of the involved sinus or sinuses. In 
every case treated by this method, the dis- 
charge from the ear has cleared up 
promptly, the perforation in the drum 
membrane has closed, the hearing has been 
restored to normal or nearly so, and the 
general health of the patient much im- 
proved. In a few of these cases, roentgeno- 
grams showed some involvement of the 
mastoid process, but this also cleared up, 
evidently owing to improved drainage into 
the middle ear. Five illustrative cases are 
teported. In cases of aural discharge in 
which the roentgenograms show no in- 
volvement of the sinuses or the mastoid 
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process local treatment should be effective 
in clearing up the ear condition. 


COMMENT 

We thoroughly agree with the author that 
chronic sinus infection must be cleared up 
before we can accomplish very much in the 
treatment of chronic purulent otitis media. 
However, we doubt that all cases of chronic 
purulent otitis media are due to chronic sinus 
infection. We would call attention also to 
the importance of adenoid tissue interfering 


with proper function of the eustachian tubes. 
L.C.McH. 


The Artificial Middle Ear 


M. E. Pohlman (Annals of Otology, 
Rhinology and Laryngology, 56:647, Sept. 
1947) describes an artificial middle ear 
used in the treatment of conduction deaf- 
ness due to chronic otitis media. As birds 
have “extraordinary” hearing, and the 
middle ear structures are similar to those 
of mammals except that the ossicular chain 
is represented by a single sticklike struc- 
ture, the columella, an acoustic probe was 
made in the form of a crude bird’s middle 
ear. This probe is introduced into the ear 
canal through a speculum, and the exposed 
medial tympanic wall touched lightly at 
various places, while the examiner con- 
tinues to talk. If the patient is able to hear 
well when the acoustic probe contacts a 
yielding area in the vetialas wall, he is 
a candidate for the use of a smaller arti- 
ficial middle ear patterned after the bird’s 
middle ear. Such an artificial ear has been 
constructed with a small plastic insert 
which is invisible and can be accurately 
fitted to the external bony canal. In the 
first cases in which this prosthesis was 
used it was found that it did not transmit 
low frequencies, but improved hearing to 
the greatest degree in the consonant range, 
resulting in an increase in the intelligibility 
of the spoken voice. As more patients 
were examined with the acoustic probe, it 
was found that there were usually two 
contact areas that gave positive reactions, 
corresponding to the oval window and to 
the round window niche; some patients 
responded only at one of these areas, some 
at both. By studying those patients with 
only one contact area, it was found that 
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with the oval window contact area, the 
hearing for the higher frequencies, espe- 
cially 1024 and 2048, was most improved; 
and with the round window niche, the 
hearing for the lower frequencies was most 
improved, especially 256 and 512. When 
the prosthesis has been properly fitted, the 
patient can be taught to introduce, remove 
and repair the insert. The acoustic probe 
should be used for all patients whose drum 
membrane and ossicles are absent, to de- 
termine whether a contact area for the 
prosthesis is available. An ossiculectomy 
or radical operation may be done on 
patients with discharging ears and per- 
forated drum membranes who do not re- 
spond to treatment, without fear of further 


decrease in hearing, but rather with an im- 
provement in hearing, provided a proper 
contact area for the prosthesis is estab- 
lished, This prosthesis may also be of value 
for patients who have undergone the 
Lempert operation without serviceable im- 
provement in hearing; such patients should 
be examined with the acoustic probe to 
determine whether the prosthesis will be 
of aid. Eleven illustrative cases are re- 
ported. 


COMMENT 


This procedure is obviously useful in Doc- 
tor Pohlman’s hands. We suspect that it is 
technically too intricate for the ordinary 
otolaryngologist. 

L.C.McH. 


RHINOLARYNGOLOGY 


Benadryl As a Therapeutic Agent 
In the Treatment of the 
Common Cold 

J. M. Brewster (United States Naval 
Medical Bulletin, 47:810, Sept.-Oct. 1947) 
reports the use of Benadryl in the treat- 
ment of the common cold; to date it has 


been employed in ‘well over 100 cases,” . 


all ambulatory patients treated in the dis- 
pensary. The effect of Benadryl in colds 
was first noted in a patient who was being 
treated for an alimentary form.of allergy 
with the drug; when he contracted a cold, 
it was promptly aborted. Benadryl has 
since been used in the treaetment of com- 
mon colds, as promptly as possible after 
the first symptoms are noted. Adults are 
given 50 mg., and children under twelve 
years of age, 10 to 25 mg. As a rule only 
one dose is given in twenty-four hours, 
and that at bedtime. In the cases treated 
the cold was promptly aborted in 10 per 
cent of cases. In 95 per cent of the other 
cases it shortened the course and gave 
marked relief of symptoms. Its chief ef- 
fects were: elimination of the serous stage 
of the cold, the nasal discharge becoming 
mucous within twenty-four hours; in- 
hibition of the cough reflex, especially in 
children, probably due to elimination of 
postnasal dripping; and good sedation 
without unpleasant after-effects. It also 
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aborts the common “‘fever blister’’ if given 
as soon as the itching and burning wheal 
appears. There has been no evidence that 
Benadryl Kas an antipyretic effect; and it 
does not prevent secondary sinus infection 
if the cold has fully developed when the 
drug is first given. 


COMMENT 

It is well known that the primary stage of 
the common cold resembles an acute allergic 
condition in several ways. The alleviation or 
abortion of this stage of the cold probably is 
not only helpful in so far as the comfort of 
the patient is concerned but probably also 
prevents the stage of secondary infection in 
many instances. We shall be very much in- 
terested in our own personal observation of 


this therapy. ror 
-UL.MCI. 


Tyrothricin in the Treatment 
of the Common Cold 


D. Darling and C. F. Baumeister (Ar- 
chives of Otolaryngology, 46:395, Sept. 
1947) report the use of tyrothricin in one 
of the synthetic vasoconstrictor nose drops 
(a 1 per cent solution of para-hydroxy- 
alpha-methylphenethylamine hydrobro- 
mide) in the treatment of the common 
cold. The optimum concentration of tyro- 
thricin was found to be 0.5 cc. of a 2 pet 
cent solution in 14.5 cc. of the medium. 
The solution was instilled into the naso- 
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pharynx every hour for the first few doses, 
then every four or five hours. Patients were 
advised to use the preparation often 
enough to avoid, “to a reasonable extent,” 
the nasopharyngeal - discomfort character- 
istic of colds. As the mixture tended to 
lose its potency after seven to ten days, 
patients were given only 14 ounce (15 
cc.) and instructed to keep the bottle 
tightly capped in the refrigerator. As the 
prescription was nonrefillable; excessive 
use of the nose drops was avoided. The 
tyrothricin nose drops had a definite dry- 
ing effect on the nasal secretions not ob- 
served with other nose drops; and also 
reduced the toxic symptoms often asso- 
ciated with colds. In comparing results in 
250 cases in which the tyrothricin nose 
drops were used with those in 150 cases 
in which the vasoconstrictor nose drops 
without tyrothricin were used, it was found 
that the duration of the symptoms was 
diminished and the incidence of complica- 
tions, especially sinusitis, was reduced with 
the tyrothricin drops. Tyrothricin was 
definitely more effective in early fall and 
late spring colds than in winter colds. 
Tyrothricin nose drops are not to be re- 


garded as a specific for head colds, but 
the results obtained justify a more wide- 
spread trial of their use. 


COMMENT 


We have seen numerous articles indicating 
that almost every new preparation of nose 
drops is useful in the treatment of the com- 
mon cold. Most rhinolaryngologists feel that 
the local use of antibacterial agents in the 
nose is ineffective therapy in that they usually 
interfere with proper functioning of the cilia 
and the mucous blanket and probably do not 
reach the bacteria which are causing diffi- 
culty because these bacteria have already 
penetrated tissue spaces, This preparation 
might be quite isch but we doubt that it 
approaches the solution of the common cold. 

L.C.McH. 


Neurogenic Tumors of 
Nose and Throat 


G. B. New and K. D. Devine (Archives 
of Otolaryngology, 46:163, Aug. 1947) 
teport 23 cases of neurogenic tumors of 
the nose and throat seen at the Mayo 
Clinic in the last twenty-seven years. 
Tumors of this type are rare. The Mayo 
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Clinic series included 9 cases of develop- 
mental errors—6 cases of meningocele and 
3 cases of encephalocele. In 5 of the cases 
of meningocele, the tumor was external, 
at the root of the nose, but in one case it 
was intranasal, presenting as a cyst of the 
nasal cavity. The treatment of meningocele 
is a neuro-surgical problem. It is noted 
that aspiration of an intranasal cyst in a 
child is dangerous, because of the possi- 
bility of fatal meningitis if the cyst is a 
meningocele. In the 3 cases of encepha- 
locele, the tumor was external, at the root 
of the nose in every case; there was no 
intranasal extension in any of these cases. 
Such small encephaloceles are best removed 
by sharp dissection through a horizontal 
incision over the root of the nose. This 
series included 19 cases of neurofibroma 
involving the nasopharynx, the oropharynx, 
the tonsillar region, the larynx, the antrum 
or the nose. Neurofibroma is a benign, 
slow growing tumor; the average duration 
of symptoms in these cases was 7.8 years; 
the symptoms varied with the location of 
the tumor. Neurofibromas involving the 
oropharynx, hypopharynx or tonsillar re- 
gion are usually best removed through the 
mouth after preliminary ligaticn of the 
carotid artery on the involved side; if a 
pharyngeal tumor is large it must be re- 
moved through an external excision after 
a preliminary tracheotomy. Neurofibromas 
of the throat and nose can usually be 
shelled out easily from the capsule and 
rarely recur. In some cases of neurofibroma 
of the nasopharynx, the antrum or the 
nasal cavity, where the tumor cannot be 
completely shelled out, it is destroyed by 
surgical diathermy. There was one case of 
ganglioneuroma in the throat, involving 
the base of the tongue on the left side and 
extending upward; this tumor was tfe- 
moved through the mouth after pre- 
liminary ligation of the left carotoid 
artery. The authors find only one other 
case of ganglioneuroma of the nose or 
throat reported in the literature. There 
were 4 cases of meningioma, involving the 
frontal sinus in 3 cases, and in one case 
located subcutaneously at the root of the 
nose. In the latter case in which the tumor 
involved the base of the nasal bone, it 
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was destroyed by surgical diathermy and 
Sequestrectomy was done two months later. 
Two small recurrences were subsequently 
treated with surgical diathermy and the 
patient has since been free from recur- 
rence for four years. Surgical diathermy is 
the method of choice for the treatment of 
meningioma of the paranasal sinuses or 
situated at the root of the nose, as it 
prevents bleeding and also destroys the in- 
volved bone or periosteum and thus pre- 
vents recurrence. 
COMMENT 

These are interesting observations regard- 
ing conditions which are unusual but whose 
recognition, when they occur, in very im- 
portant. L.C.McH, 


The Use of Plastic Tubing in the 
Treatment of Chronic Maxillary 
Sinusitis 

J. J. Conley (Annals of Otology, Rhi- 
nology and Laryngology, 56:678, Sept. 
1947) reports treatment of 15 cases of 
chronic maxillary sinusitis (of more than 
three months’ duration) by irrigation with 
penicillin solution through plastic tubing. 
In 7 of these cases, there was no evidence 
of any contributory cause associated with 
the infection. In 4 of these cases, there 
was an associated allergy, with polyps and 
hypertrophic tissue in 3 of these. One had 
an associated apical abscess; and 3 had 
septal deviations of more than average de- 
gree toward the side involved. These as- 
sociated conditions were treated, which 
not only caused some improvement in the 
condition of the sinus but also gave the 
penicillin therapy its best chance to suc- 
ceed. All the patients were also given 
systemic treatment with penicillin 300,000 
units and sulfadiazine 90 grains daily for 
seven days. For lavage of the maxillary 
sinus, the inferior meatus was anesthetized 
with 2 per cent pontocaine, and a Coakley 
trocar or Lichwitz needle inserted into the 
maxillary sinus. The sinus was irrigated 
with sterile physiological sodium chloride 
solution to obtain material for culture. 
With the trocar held in position, a section 
of plastic tubing 0.7 to 1.5 mm. in 
diameter and 13 cm. long was threaded 
through the trocar until approximately 5 


cm. entered the sinus. The trocar was then 
carefully withdrawn, while the tubing was 
held in position with a probe or forceps. 
The tubing was then curved about the 
lobule of the nostril and fixed with liquid 
adhesive, or collodion and cotton were 
applied to the ala of the nose and the 
tubing. The tubing used is a polymer of 
ethylene, not containing a plasticiser; it 
can be boiled and is not opaque with 
x-rays. It is well tolerated by the tissues, 
and could be retained for fifteen days 
without discomfort. A buffered solution 
of penicillin, 500 units per cc., was used 
to irrigate the sinus through this tubing 
once or twice daily for five to fifteen days. 
Bacteriological studies showed Staphylo- 
coccus aureus to predominate in these 
cases, being present in 13 cases and in 6 
cases in pure culture. Twelve of the 15 
patients showed marked improvement in 
five days, as shown not only by subjective 
improvement, but by the return of clear 
penicillin solution in repeated irrigations. 
Six patients were declared cured, but 3 of 
these required a repetition of the treatment 
for an exacerbation of the suppurative 
process in the sinus associated with a sub- 
sequent upper respiratory infection. Six 
were much improved, but not cured; some 
of these patients will probably show an 
exacerbation of the sinus infection. Three 
with allergy and infection failed to im- 
prove; a Caldwell-Luc operation was done 
in these cases, with resulting improvement 
in 2 cases and little benefit in the third 


case. 
COMMENT 


Chronic maxillary sinus infections asso- 
ciated with dental root abscesses will usually 
clear up on removal of the infected tooth 
with the aid of only a moderate amount of 
local treatment. Those which are associated 
with allergy will do poorly under any therapy 
unless the allergy is controlled. We are of 
the opinion that treatment with 300,000 
units of penicillin plus 90 grains of sulfa- 
diazine daily for a week plus daily lavage of 
the sinus will cure most of the remainder of 
any given group of chronic maxillary sinus 
infections. In those instances where the sinus 
can not be lavaged through the -niddle 
meatus with minimum trauma, we feel that 
a window operation followed by the above 
outlined procedure will give lasting results. 
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